KENTUCKY MEDI CAI D PROGRAM
TARGETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
POLI CI ES AND PROCEDURES

Cabi net for Human Resources
Departnment for Medicaid Services
Frankfort, Kentucky 40621



CABI NET FOR HUVAN RESOURCES
(«\ DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
TABLE O CONTENTS

Page No._
[. | NTRODUCTI ON 1-1.2
A | ntroduction

B. Fi scal Agent
1. KENTUCKY MEDI CAI D PROGRAM

1
N
o)

General Information

Adm ni strative Structure

Advi sory Counci |

Pol i cy

Public Law 92-603 (As Amrended)

I11. CONDI TIONS OF PARTI Cl PATI ON

moow>

1
SIININTS
(o] O OU1TWw

General Information

Provider Qualifications

Case Manager Qualifications
Cient Qualifications

Cdient Records

Termnation of Participation

V. SERVI CES COVERED

Tmoe wx>

oUW P IUIWRRFRPR, R, JOIWNNERE 2 N
1 1

~ B A A w0 LW

~N 9O prOOWONNOBAN

ARARRR A WEOWWWW ® NNNNN N e e

A Definition of Case Mnagenent
B. Limtations on Case Managenent Services -
C. Cient R ghts
D. Regi onal Interagency Council (R AQ -
E. Assurance of Case Managenent Services
F. Qut -of -Region or CQut-of-State Short -
Term Pl acenent s
V. REI MBURSEMENT 5.1-5.6
A Paynent 5.1
B, Thlyl‘d Party Coverage 5.2-5.5
C Duplicate or Inappropriate Paynments 5.3
D KenPAC/ Lock- I n 5.6

=% TRANSMITTAL #1



CABI NET FOR HUVAN RESOURCES
DEPARTMENT FOR MEDI CAI D SERVI CES

TARCGETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL

TABLE O CONTENTS

VI. COWPLETION OF CLAIM FORM

A General Information
B. Detailed Instructions for
of Form

VI'I. GENERAL | NFORVATI ON - EDS

Filing Limtations
Provider Inquiry Form

mooOmr

VI1I. REM TTANCE STATEMENTS

Gener al

Clainms Paid

Denied d ains

Claims -in Process
Returned d ains

d ains Paynent Sunmary

OMMOe W

Conpl et i on

Correspondence Fornms Instructions
Tel ephoned I nquiry Instructions

Adj ust ment Request Form

Description of Explanation Codes

PEPPE®EO ® NNNNN N O o O

gapbhbhowppE = ORWN R

@ o
o o o
N N OO NN o

W
~

1
®© ~NA

1
~

1
®©

1
®©

Page No.,

~ ol

TRANSM TTAL #l



CABI NET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDI CAI D SERVI CES

TARGETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
TABLE OF CONTENTS

APPENDI X
Appendi x | - Medicaid Services
Appendi x |1 - E|Ig|b|||t3/ | nf or mati on
Appendi x |I-A - Medicaid Identification Card (MAP-520)
Appendi x 11-B - Medicaid Lock-In Identification Card
. ( MAP- 520A)
Appendi x 11-C - Kentucky Patient Access and Care (KenPAC)
_ System Card ( MAP- 520K)
Appendi x |11 - Provider Information Form (MAP-344)
Appendi x 'V - Provider Agreenent (MAP-343)
Appendi x V - HCFA- 1500 d aim Form (1/84)
Appendi x VI - Reg)i onal Interagency Council Form (MAP-
585
Appendi x VII-P. 1 - Cainms Paid Renmttance Statenent
Appendi x VII-P.2 - Denied Clains Remttance Statenent
Appendi x VII-P.3 - Cainms in Process Remttance Statenent
Appendi x VII-P. 4 - Returned Clains Remttance Statenent
- Appendi x VII-P.5 - Description of Explanation Codes
& Appendix VIII - Provider Inquiry Form
Appendi x | X - Adjustnment Request Form
Appendi x X - Third Party Liability Provider Lead Form
Appendi x Xl - ?sMsa\grggé:e of Case Managenent Services Form
Appendi x Xl | - Cash Refund Docunentation

{

TRANSM TTAL #1



RGeS

CABI NET FOR HUMAN RESOURCES
(&\ DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
SECTTON I - T NTRODUCTT ON R

A | nt roduction

Effective July 1, 1991, the Kentucky.Medicaid Program -
began reinbursing providers for Targeted Case

Managenent Services for Children. his manual has

been fornulated to provide you, the provider, with a
useful tool for interpreting the procedures and

olicies of the Kentucky Medicaid Program It has

een designed to facilitate the processing of your
clains for services provided to qualified recipients

of Medi cai d.

This manual is intended to provide basic infornation
concerning coverage, billing, and policy. It wll,
hopeful ly, assist you in understanding what procedures
are reinmbursable, and will also enable you to have
your claims processed with a mninum of time involved
In processing rejections and nmaking inquiries. I't has
7 been arranged in a |oose-leaf format, with a deci mal
B page nunbering system which will allow policy and
procedural changes to be transmtted to you In a form
which may be imediately incorporated into the manua
(i.e., page 7.6 mght be replaced by new pages 7.6 and

7.7)
Preci se adherence to Eolicy is inperative. In or der
that your clains may be processed quickl

and

efficiently, it is extrenely inportant t%at you follow
the policies as described in this manual, Any
guestions concerni ng general agency policy should be
irected to the Ofice of the Conm ssioner, Departnent
for Medicaid Services, Cabinet for Human Resources,
CHR Buil ding, Frankfort, Kentucky 40621, or Phone
(502) 564-4321. Questions concerning the application
or interpretation of agency policy with regard to

i ndi vidual services should be directed to the Division
of Program Services, Departnent for Medicaid Services
Cabi net for Human Resources, CHR Building, Frankfort,
Kentucky 40621, or Phone (502) 564-6890.  Questions
concerni ng biIIin% procedures or the specific status
of clains should be directed to EDS, p.0. Box 2009,
Frankfort, Kentucky 40602, or Phone (800) 333-2188 or
(502) 277-2525.

C —
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B. Fi scal Agent

El ectronic Data Systens (EDS& is the. fiscal agent for
the operation of the Kentucky Medicaid Managenent
Information System (MM S). EDS receives and processes
all claims for nedical services provided to Kentucky

Medi cai d recipients.
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I, KENTUCKY MEDI CAl D PROGRAM
A Gener al

The Kentucky Medicaid Programis admnistered by the
Cabi net for Human Resources, Departnent for Medicaid
Services. The Medicaid Program identified as Title
Xl X of the Social Security Act, was enacted in 1965
and operates according to a State Plan approved by the
U . S. Department of Health and Human Servi ces.

Title XIX is a joint Federal and State assistance
program which provides paynent for certain nedica
services provided to Kentucky recipients who |ack
sufficient inconme or other resources to neet the cost
of such care. The basic objective of the Kentucky
Medicaid Programis to aid the nmedically indigent of
Kentucky in obtaining quality nedical care.

As a provider of services, you nust be aware that the
Departnment for Medicaid Services is bound by both
Federal and State statutes and regul ati ons governing
the adnministration of the State Plan. The part nent
cannot reinburse you for any services not covered by
the plan. The state cannot be reinmbursed by the
federal governnent for inproper paynents to providers
of non-covered, unallowable nedical services.

The Kentucky Medicaid Program Title Xl X, is not to be
confused w th Medicare. dicare is a Federal _
program identified as Title XVIII, basically serving
persons 65 years of age and ol der and sone disabl ed
persons under that age.

The Kentucky Medicaid Pro%ranlserves eligible _
recipients of all ages. he coverage is specified in
the body of this manual in Section IV.

Es

o
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B. Adm nistrative Structure

The Department for Medicaid Services', within the
Cabi net for Human Resources, bears the responsibility
for devel oping, nmintaining, and admnistering the
policies and procedures, scopes of benefits, and basis
for reinbursenent for the medical care aspects of the
Program  The Departnent for Medicaid Services nakes
paynments to providers who have submtted clainms for
services within the scope of covered benefits which
have been provided to eligible recipients.

Determ nation of the eligibility status of individuals
and famlies for Medicaid benefits is a responsibility
of the local Department for Social Insurance Ofices,
which are located in each county of the state.

C. Advisory Council

The Kentucky Medicaid Programis guided in policy-
maki ng decisions by the Advisory Council for Medi cal
Assi st ance. In accordance with the conditions set
forth in KRS 205.540, the Council is conposed of
seventeen (17) nenbers, including the Secretary of the
Cabi net for Human Resources, who serves as an ex
officio menber. The renamining sixteen (16) menbers
are appointed by the Governor to four-year terns.

Nine (9) menbers represent the various professional v
groups providing services to Program recipients, and
are appointed froma list of three (3) nom nees
submtted by the applicable professional associations.
The other seven (7) menbers are lay citizens.

In accordance with the statutes, the Advisory Counci
meets at |east every three (3% months and as often as
deemed necessary to acconplish their objectives.

In addition to the Advisory Council, the statutes nake
provision for a five-nenber technical advisory
conmttee for certain provider groups and recipients,
Menbership on the technical advisory conmttees is
deci ded by the professional organization that the

t echni cal “advisory conmittee represents. The
techni cal advisory commttees provide for a broad

prof essional representation to the Advisory Council

TRANSM TTAL #1 Page 2.2
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As necessary, the Advisory Council appoints

subcomm ttees or ad hoc committees responsible for
studying specific issues and reporting their findings
and recommendations to the Council.

D. Pol i cy

The basic objective of the Kentucky Medicaid Program
is to assure the availability and accessibility of
quality nmedical care to eligible Program recipients.

The 1967 anmendnents to the Social Security Law
stipulates that Title XIX Prograns have secondary
liability for medical costs of Program recipients.
That is, if the patient has an insurance policy,
veteran's coverage, or other third party coverage of
medi cal expenses, that party is prlnarik% |'iable for
the recipient's nedical expenses. The Medicaid
Program I's payor of last resort. Accordingly, the
provi der of service should seek reinbursement from
third party groups for services provided. If you, as
the provider, should receive paynent from Medicaid
before knowng of the third party's liability, a
refund of that paynment amount should be made to

Medi cai d, as the anount payable by the Departnent
shall be reduced by the amount of the third party
obl i gation.

In addition to statutory and regul atory provisions,
several specific policies have been established

t hrough the assistance of professional advisory
coomittees. These policies are as follows:

Al participating providers shall agree to provide
services in conpliance with federal and state statutes
regardl ess of sex, race, creed, religion, nationa
origin, handicap, or age.

Each nedical professional is given the choice of
whether or not to participate in the Kentucky Medicaid
Program  From those professionals who have chosen to
participate, the recipient nmay choose the one from
whom he w shes to receive his nedical care.

oAb
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When the Department makes payment for a covered
service and the provider accepts the paynent made by
the Departnment in accordance with the Departnent's fee
structure, the anounts paid shall be considered
paynent in full; and no bill for the same service
shall be tendered to the recipient, or payment for the
same service accepted fromthe recipient.

Providers of medical service attest by their
signatures (not facsiniles% that the presented clains
are valid and in good faith. Fraudulent claims are
puni shabl e by fine and/or inprisonnent. Stanped
signatures are not acceptable.

All clainms and substantiating records are auditable by
both the Government of the United States and the
Commonweal t h of Kent ucky.

The provider's adherence to the application of
policies in this manual is nonitored through either
post - paynment review of clains by the Departnment or
conputer audits and edits of clains. |f conputer
audits or edits fail to function properly the
application of policies in this manual remain in
effect and thus the clains become subject to
post - paynent review by the Departnent.

All clains and paynents are subject to rules and
regul ations issued by appropriate |evels of federal
and state legislative, Jjudiciary and admnistrative
branches.

All services to recipients of this Program shall be on
a level of care at least equal to that extended
private pay patients and normally expected of a person
serving the public in a professional capacity.

Al'l recipients of this Program are entitled to the
sane |evel of confidentiality accorded patients NOT
eligible for Medicaid benefits.

Prof essi onal services shall be periodically reviewed
by peer groups within a given covered specialty.
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Services are reviewed for recipient and provider
abuse.  WIIful abuse by the provider may result in
his suspension from Program participation. Abuse by
the recipient may result in surveillance of the
payabl e services he receives.

No claim shall be paid for services outside the scope
of allowable benefits within a particular specialty.
Li kewi se, no claim shall be paid for services that
require, but do not have, prior authorization by the
Kentucky Medi cai d Program

No claims shall be paid for medically unnecessary
items, services, or supplies.

When a recipient makes paynent for a covered service,
and such paynent is accepted by the provider as either
partial paynment or paynent in full for that service,
no responsibility for reinbursenent shall be attached
to the Department and no bill for the sane service
shall be paid by the Departnent.

Public Law 92-603 (As Anended)

Section 1909. (a) Woever--

(1) knOMAn?Iy and willfully makes or causes
to be made any false statement or representation
of a material fact in any application for any
benefit or paynent under a State plan approved
under this title,

(2) at any tine knowingly and wllfully
makes or causes to be made any fal se statenent or
representation of a material fact for use in
determning rights to such benefit or paynent,

(3) having know edge of the occurrence of
any event affectin% (A) his initial or continued
right to any such benetit or paynent, or (B) the
initial or continued right to any such benefit or
ﬁaynent of any other individual 1n whose behal f

e has applied for or is receiving such benefit
or paynent, conceals or fails to disclose such
event with an intent fraudulently to secure such
benefit or payment either in a greater amount or
quantity than is due or when no such benefit or
paynment i s authorized, or
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(4) having nmade application to receive any
such benefit or payment for the use and benefit
of another and having received it, know ngly and
willfully converts such benefit'or paynent or any
Bart thereof to a use other than for the use and

enefit of such other person,

shall (i) in the case of such a statenent, _
representation, concealnment, failure or conversion by
any person in connection with the furnishing (by that
person) of itens or services for which payment is or
may be made under this title, be guilty of a felony
and upon conviction thereof fined not nore than
$25,000 or inprisoned for not nore than five (5) years
or both, or (1i) in the case of such a statenent,
representation, concealnent, failure, or conversion by
any other person, be guilty of a m sdemeanor and upon
conviction thereof fined not nore than $10, 000 or

i mprisoned for not nore than one (1) year, or both.

In addition, in any case where an individual who is
otherwise eligible for assistance under a State plan
approved under this title is convicted of an offense
under the preceding provisions of this subsection, the
State may at its option (notwthstanding any other
provision of this title or of such plan) limt,
restrict, or suspend the eligibility of that

i ndividual for such period (not exceeding one (1)

ear) as it deens appropriate; but the in?ositlon of a
imtation, restriction, or suspension wth respect to
the eligibility of any individual under this sentence
shall not affect the eligibility of any other person
for assistance under the plan, regardless of the

rel ati onship between that individual and such other
per son.

(b) (1) Whoever knowingly and willfully solicits
or receives any renuneration (including any kickback,
bribe, or rebateL directly or indirectly, overtly or
covertly, in cash or in kind--,

(A) in return for referring an individual to

a person for the furnishing or arranging for the

furnishing of any item or service for ich

payment nmay be nmade in whole orin part under
this title, or

TRANSM TTAL #1 Fage 2.0
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(B) in return for purchasing, |easing,
ordering, or arranging tor or recomending
purchasing, |easing, or ordering any good,
facility, service, oritem for which paynent may
be made in whole or in part under this title,

shal | be guilty of a felony and upon conviction
thereof, shall be fined not nore than $25,000 or
i mprisoned for not nore than five ﬁ5) years, or both
(2) Woever knowingly and willfully offers or
pays any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or
covertly, in cash or in kind to any person to induce
such person--

(A) to refer an individual to a person for
the furnishing or arranging for the furnishing of
any itemor service for which payment may be nade
in whole or in part under this title, or

(B) to purchase, |ease, order, or arrange
for or recommend purchasing, |easing, or ordering
any good, facility, service, or item for which
paynent may be made in whole or in part under
this title,

shall be guilty of a felony and upon conviction
t hereof shall be fined not nmore than $25, 000 or
i nprisoned for not nmore than five (5) years, or both.
(3) Paragraphs (1) and (2) shall not apply to--
(A) a discount or other reduction in price
obtai ned by a provider of services or other
entity under this title if the reduction in price
Is properly disclosed and appropriately reflected
in the costs claimed or charges made by the
provider or entity under this title; and
(B) any anount paid by an enployer to an
enpl oyee (who has a bona fide enploynent
relationship with such enployer) for enployment
in the provision of covered itens or services.
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(c) Woever knowingly and willfully makes or
causes to be made, orinduces or seeks to induce the
making of, any false statement or representation of a
material fact with respect to the conditions or
operation of any institution or facility in order that
such institution or facility may qualify (either upon
initial certification or upon recertification) as a
hospital, nursing facility, or home health agency (as
those terns are enployed in this title) shall be
guilty of a felony and upon conviction thereof shall
be fined not nmore than $25,000 or inprisoned for not
more than five (5) years, or both.

(d) Woever knomﬁn?Iy and willfully--

(1) charges, for any service provided to a
patient under a State plan approved under this
title, nDneK orother consideration at a rate in
excess of the rates established by the State, or
. éZ)_charges, solicits, accepts, or receives,
in addition to any anount otherw se required to -
be paid under a State plan approved under this (h
title, any gift, noney, donation, or other
consideration (other than a charitable,
religious, or philanthropic contribution from an
organi zation or froma person unrelated to the
patient)--

(A) as a precondition of admtting a
patient to a hospital, nursing facility, or

(B) as a requirenent for the patient's
continued stay in such a facility, when the
cost of the services provided therein to the
patient is paid for (in whole or in part)
under the State plan,

shal | be guiltg of a felony and qun convi ction
thereof shall be fined not nore than $25,000 or
i mprisoned for not nmore than five (5) years, or both.
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Conditions of Participation

A

CGeneral Information

Effective July 1, 1991, Targeted Case Managenent
Services becanme available to Severely Enotionally
Disturbed (SED) Children who are under age 21. Case
managenent services are defined as services which wll
assist the targeted popul ation (SED Childreg) in
gainin% needed access to medical, social, educational
and other support services.

Provider Qualifications

Provider participation is limted to the fourteen (14)
Regi onal Mental Health/Mental Retardation Centers, as
|icensed in accordance with the requirenents set forth
in 902 KAR 20:091, and to the Kentucky Departnent for
Soci al Servi ces.

The follow ng participation forns are required to be
conpl eted by each provider of services:

1) Provider Agreenent (MNAP-343)
2) Provider Information Sheet (MAP-344)

After receipt of these conpleted forms, the Departnent
for Medicaid Services (DV5) shall assign a provider
nunber to be used for 1dentification and billing

pur poses.

Qualifications of Case Managers
The case manager shall have, at a m ni mum

(1) A Bachelor of Arts or Science Degree in any
of the behavioral sciences from an accredited
institution. El ehavi oral Sciences include
psychol ogy, sociol ogy, social work, human
services and special education; and

(2) One (1) year of experience in performng
case managenent services or working directly
with children. A Mster's Degree in a
behavi oral science can substitute for the
one (1) year of experience.
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NOTE:  Persons enployed as Case Managers as of
July 1, 1991, (the inplenentation date of this
progran) shall be considered "grandfathered",
with regard to the one (1) year of experience
requi renent; however, the mninum educationa
requirenent nust be met. Anyone appointed to a
case management position on or after July 1,
1991, shall neet the experience requiremnent.

(3) Conpleted a case nanagement certification or
training course, provided by the Departnent
for Mental Health/Mental Retardation or the
Department for Social Services, wthin six
(6) nmonths of his enploynment date; and

(4) In addition to the above, the case manager
shal | be supervised for one (1) year by a
mental health professional; i.e.
psychiatrist, psychologist, Mster's |evel
Soci al \rker FNBVV, psychiatric nurse, or
prof essi onal equivalent. A professiona
equivalent is defined as staff who have at
| east a Bachelor's degree in a behavioral
science and two (2) years of experience in
providing children's services. The
supervi sor shall also conplete the required
case managenent certification or training
cour se.

Supervision is to be perfornmed at |east once
a nonth, both individually (per client
treatment plan) and in group (resource

devel opnent).

(5) Case managers shall deliver only case
managenent services, Wwhether or not they are
enpl oyed by the case managenent provider on
a part-tine or full-time basis.

(6) The recomended case |oad size is 15-20:1
for a full-time case manager. The naxinum
case | oad size shall be 25.
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-- I nterpersonal relationships:
Defined as the ability to build
and maintain satisfactory
relationships with peer and adults;

Family life: Defined as the
capacity to live in a famly or
fam |y type environment;

-~ Self direction: Defined as the
child s ability to control his
behavi or and to make decisions in
a ganner appropriate to his age;
an

Education: Defined as the ability
to learn social and intellectua
skills from teachers in an
educational setting;

(b) Is a Kentucky resident and is receiving
treatment for enotional disturbance
through the interstate conpact;

(c) The Departnent for Social Services has
removed the child fromthe his home and
has been unable to naintain the child
in a stable setting due to behavi oral
or enotional disturbance(s);

(4) A child who presents inpairnment/behavior of
short duration yet of high intensity.
I ncl uded are severe enotional problens such
as suicidal or psychotic trauma reactions
where prognosis regarding duration of
synpt oms cannot be accurately assessed.

TRANSM TTAL # 1 Fage o. 4



CABI NET FOR HUMAN RESQURCES
(« DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
SECITON TT1T - CONDITTONS OF PARTI C PATI ON

E. Cient Records

Cient records shall substantiate the services billed
to Medicaid. Records shall include the type of case
managenent service provided, the date of Service,
place of service, and the person providing the case
management servi ce.

Cient records shall be maintained for a mninmm of
five (5) years and for any additional tinme as may be
necessary in the event of an audit exception or other
dispute. The records and any other infornmation
regardi ng payments shall be nmaintained in an organi zed
central file and furnished to the Cabinet for Human
Resour ces upon request and made avail able for

i nspection and copying by Cabinet personnel

Al'l records shall be personally signed or co-signed
and dated by the client's case manager.

The client's record shall designate in sone manner the
four (4) service contacts required each nmonth for

Medi cai d Targeted Case Managenent billing. This shal
be audited by post-paynment review

F. Term nation of Provider Participation

907 KAR 1:220 regulates the ternms and conditions of
provider participation and procedures for provider
aﬁpeals. The Cabinet for Human Resources determ nes
the terms and conditions for participation of vendors
in the Kentucky Medicaid Program and nay suspend,
termnate, deny or not renew a vendor's provider

agreenment for "good cause." "Good cause" is defined
as:
1 M srepresenting orconcealing facts in order to

receive or to enable others to receive benefits;

2. Furni shing or ordering services under Medicaid
that are substantially in excess of the
recipient's needs or that fail to neet
professionally recognized health care standard;
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3. hAsrePresenting factors concerning a facility's
qualifications as a provider;

4, Failure to conply with the terns and conditions
for vendor participation in the program and to
effectively render services to recipients; or

5. Submtting false or questionable charges to the
agency.

The Kentucky Medicaid Program shall notify a provider
in witing at least thirty (30) days prior to the
effective date of any decision to term nate, suspend,
deny or not renew a provider agreenent. The notice
shal | state:

1. The reasons for the decision;

2. The effective date;

3. The extent of its applicability to participation
in the Medicaid Program

4, The earliest date on which the Cabinet wll
accept a request for reinstatenent;

5. The requirements and procedures for
reinstatenent; and

6. The appeal rights available to the excluded party.

The provider receiving_such notice na¥ request an .
evidentiary hearing. The request shall be in witing
and made wthin five (5) days of receipt of the notice.

The hearing shall be held within thirty (30) days of
receipt of the witten request, and a decision shall
be rendered within thirty (30) days fromthe date all
evidence and testinony is subnitted. Technical rules
of evidence shall not apply. The hearing shall be
hel d before an inpartial decision-nmaker appointed by
the Secretary for Human Resources. Wen an _
evidentiary hearing is held, the provider is entitled
to the follow ng:
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1. Timely witten notice as to the basis of the
adverse decision and disclosure of the evidence
upon whi ch the decision was based;

2. An opportunity to appear in person and introduce
evidence to refute the basis of the adverse
deci si on;

3. Counsel representing the provider;

4. An opportunity to be heard in person, to call
witnesses, and to introduce docunentary and other
denonstrative evidence;, and

5. An opportunity to cross-exam ne w tnesses.

The witten decision of the inpartial hearing officer
shal|l state the reasons for the decision and the

evi dence upon which the determnation is based. The

decision of the hearing officer is the final decision
of the Cabinet for Human Resour ces.

These procedures apply to any provider who has
received notice from the Cabinet of termnation
suspension, denial or non-renewal of the provider
agreenent or of suspension from the Kentucky Medicaid
Program except in the case of an adverse action taken
under Title XVIII (Medicare), binding upon the

Medi caid Program Adverse action taken against a
provi der under Medicare shall be appeal ed through

Medi care procedures.
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V. Services Covered
A Definition of Case Managenent

Case Managenent services are defined as services which
will assist the targeted population (SED children) in
gai ning needed nedical, educational, social, and other
support services. These services are performed by
qualified case managers and shall include:

(1) Awitten conprehensive needs assessnent which
shal | be obtai ned by face-to-face contact with
the child, his famly or other collaterals needed
to determne the child s needs. The assessnent
shall include, but not be [imted to, the
fol I ow ng:

(a) ldentifying information (formal caregivers,
living arrangements, emergency contacts,
source of assessment information, MAID #, if
known) ;

(b)y Famly life (capacity to live in a faniIK or
fam|y-type environment, interaction wt
famly nenbers);

(c) Physical health (note any health problenms or
concerns, treatnents, nedications,
handi caps) ;

(d) Enotional health (behavior, alcohol/
substance abuse, intellectual functioning.
This shall be further defined in the
treatnment plan.);

(e) Social relationships (informal caregivers,
support, friends, famly, volunteers, pets,
recreation);

(f£) Physical environnment (safety, cleanliness,
accessibility, etc.);

(g) Self-care (activities of daily Iiving,
ability to take care of one's own needs);
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(h) Educational status (educational needs
appropriateness/availability of needed
educati onal Eyograns, prognosis for future
enpl oyment skills); and

(i) Legal status (guardian, those who exercise
custodial control or supervision,
involvenent with the |egal system etc.).

2. Participation in the devel opnent of the child's
treatment plan;

3. Coordi nation of and arranging for needed services
as identified in the child s treatnment plan;

4. Assistin? the child and his famly or person in
custodi al control in accessing needed services;
(both Medicaid and non- Medi caid covered) as
provided by a multiplicity of agencies and
progr ans;

5. Monitoring the child s progress through the ful
array of services by

(a) Making referrals;
(b) Tracking the child s appointnents;

(c) Renmoving any barriers which prohibit access
to the recomrended prograns or services;

(d) Performng followup on services rendered to
assure the services are received and neet

t he child's needs;

(e) Peyfornin% periodic re-assessnents of the
child' s changi ng needs; and

(f) Educating the famly or person in custodial
control of the value of early intervention
services and treatnent prograns.
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6. Perform ng advocacy activities on behalf of the
child. The case manager may intercede to assure
appropriate, timely, and productive treatnent
modal i ti es;

1. Establ i shing and maintaining current client
records, docunenting contacts, services needed,
client's progress, and any other information as
may be required,;

a. Provi ding case consultations as required (i.e.
consulting with a service provider to assist in
determning the child' s progress, etc.); and

9. Providing crisis assistance (i.e. intervention on
behal f of the child, making arrangenments for
energency referrals and treatnent, and
coordinating any other needed energency services).

The treatnent plan, developed in response to the case (15
manager's needs assessnent and other tests or o
procedures used for evaluation purposes by service
providers, shall be nonitored by the case manager.

Wiile the case manager is not responsible for
devel oping the child's treatment plan, it is the
responsibility of the case manager to docunent

(1) all needed services,

(2) anticipated dates of delivery,

(3) services arranged,

243 foll owup on services, and

5) unmet needs and service gaps.
B. Limtations on Case Managenent Services

Case nmanagenent services do not include:

(1) The actual provision of nental health or other
services or treatnents;

(2) Qutreach activities to potential clients;

(3) Admnistrative activities associated with
Medicaid eligibility determ nations, processing,
etc.;
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(4)

Institutional Discharge Planning - This service
I's required as a condition of paynment for
institutional (hospital, nursing facilities)
services and therefore, shall not be covered
under the Targeted Case Managenent Program  The
case managenent provider may bill, however, for
CASE MANAGEMENT services performed either in the
month prior to or nonth of discharge fromthe
facility to prepare for the child s return to the
communi ty;

Transportation services solely for the purpose of
transporting the child; and

Case managenent services for children in
out-of-state institutions or placenents with the
exception of the month prior to or the nonth of
di scharge and return to Kentucky.

Payment shall not be made for case managenent
services if the client participates in any
Medi cai d- covered case managenent program {i.e.
Home and Communi ty-Based (HCB) Wi ver,
Alternative Services for the Mentally Retarded
(AI'S/MR) Wiiver, Hospice Pr%%ram or the

Comm ssion for Handi capped Children's Progran).

c. (dient Rghts

(1)

(2)

Gients shall have freedom of choice of case
managenent services. (See Appendi x X)

Aients shall have freedom of choice of
participating case managenent providers.

Aients shall have freedom of choice of case
managers enpl oyed by the case nanagenent provider.

Gients shall be allowed to have free choice of
service providers of any other Medicaid-covered
servi ces.
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D. Regi onal Interagency Council (R AQ

(1)

(2)

| dentification

Al'l children seeking case managenent services
under the Targeted Case Managenent Program shal
be identified as severely enotionally disturbed
(SED) children by the RIAC.

The agency referring the child to the R AC for
review is responsible for docunenting that the
child neets the criteria as stated in Section

11, D. dient Qualifications of this nanual

An authorized representative fromthe referring
agency shall sign the R AC Form MAP-585 (See
Appendi x VI) as certification of the child's
condition. The RIAC will review the conpleted
MAP-585. The signature of the RIAC chairperson
.on the MAP-585 will certify that the child has
been identified as an SED child by the R AC

Energency Services

In the event of.an energency (i.e. a child is in
need of energency case nanagenent services but
the RIAC, due to neeting only mont hly, does not
nmeet timely enough to identify the child prior to
needed services being rendered), the referring
agency may provide case nanagenent services for

up to four (4) weeks wthout the conpletion of
Ee Rl AC NAP—585 form However, if the childis
not identified by the RIAC at i'ts next mont hly
meeting as an SED child, the referring agency may
be at risk of prOV|d|ng services wthout
receiving reinbursenent.
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(3) Docunentation of Client Qualifications

It is the responsibility of the referring agency
or other chosen case managenent provider to
maintain all docunmentation regarding the child's
DSM I 11 diagnosis, the RIAC MAP-585 form and any
ot her records that support the decision to
provi de Targeted Case Managenent Services for a
particular child.

E. Assurance of Case Managenent Services Certification
MAP- 586 Form

After a child has been identified as an SED child by
the RIAC, the referring agency or other chosen case
managenent provider shall conplete a MAP-586 Form
This form assures that the client.has had freedom of

; choice of not only case managenent services, but also
a choice of all participating case management
providers and case nmanagers within a provider group,
1T applicable.

The referring agency, if chosen as the case nmanagenent
provider, shall retain a copy of this formin the
client's files. A copy is to be given to the child's

| egal gquardian or person in custodial control. If the
referring agency assisting with conpletion of the form
Is not the chosen case nmanagenent provider, the chosen
provider shall retain a copy of the MAP-586 formin
the client's file.

F. Qut-of-Region or Qut-of-State Short Term Placenents

Children who neet all the requirenents for targeted
case management services and who are placed in
out-of-region or out-of-state tenporary or short term
pl acenents may be continued to be case managed by
their "home" case nmanagenent provider.

The requirement of four (4) service contacts per nonth
is still required; at |least one (1) contact shall be a
face-to-face encounter with the child. However, it is
recogni zed that a face-to-face encounter with the

child in such placenents nmay be difficult.

a
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Therefore, while it is recommended that at |east one
(1) contact be a face-to-face encounter with the
child, in this one instance, it is acceptable to
substitute a telephone call to the child for the
face-to-face contact. Al other requirenents
regarding service contacts wll apply.
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V. Rel mbur senent
A Paynent

Rei mbur sement for Targeted Case Managenent Services
for SED children shall be a cost-based system
utilizing an interimrate based on projected cost
during the first year, with a year-end cost
settlenent. This nethodol ogy shall be reassessed
prior to the beginning of year two.

Payment shall be made when four (4) service contacts
have occurred during a nonth. Two (2) of the contacts
shall be face-to-face; at |east one (1) contact shal
be with the child and the other with the parent or

famly or person in custodial control. The other two
(2) contacts may be telephone or face-to-face contacts
with or on behalf of the child. If there should be

situations whereby nultiple contacts are nade on the
B same day, then the follow ng procedures wll be used:
( (1) if contacts are directly inter-related then al
- contacts woul d be counted as one contact; (2) If
contacts are not directly interrelated then contacts
woul d be counted as two contacts.

The unit of service shall be defined as one unit
equal ing one (1) nonth. The interimrate, for year
one, shall be based on the ﬁrovider's usual

custonary, and reasonable charge up to a maxi num of
$200. 00 per child per nonth. No nore than one (1)
payment per child per nonth shall be nade and this
paynent shall represent paynent in full for all case
managenent services provided to the child during a
month.  The paynment anount shall not vary with the
nature or the-extent of the case managenent services
beln? BrOVIded. The charge to the Medicaid Program
shal e the same for all persons who receive-the sanme
or simlar service.

Aﬂpropriate docunentation shall be maintained in the
child's record of all case managenent services billed
and performed.
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B. Third Party Coverage

1.

Gener al

To expedite the Medicaid clains Processing
payment function, the provider of services shal
actively participate in the identification of
third party resources for %aynent on behal f of
the client. At the tine the provider obtains
Medicaid billing information fromthe client, he
shall determine if additional resources exist.
Provi ders have an obligation to investigate and
to report the existence of other insurance or
liability. The provider's cooperation wll
enabl e the Kentucky Medicaid Program to function
efficiently.

I dentification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the gﬁ;
Kentucky Medicaid Program all participating “
providers shall submt billings for nedica

services to a third partK when the provider has
prior know edge that a third party nmay be liable
for payment of the services.

In order to identify those clients who nay be
covered through a variety of health insurance
resources, the provider shall inquire if the
client neets any of the follow ng conditions:

-1f the client is married or working,

i nqui re about possible health insurance
through the client's or spouse's enployer;

-If the client is a mnor, ask about
i nsurance the MOTHER FATHER, or GUARDI AN
may carry on the client;

-In cases of active or retired mlitary
personnel, request information about
CHAMPUS coverage and social security nunber
of the policy hol der;

-Ask if the client has health insurance such
as a CANCER, ACCIDENT, or | NDEWNI TY policy,
GROUP health or | ND VIDUAL insurance, etc.
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Examne the client's MAID card for an insurance

code. If the code indicates insurance coverage,
question the client further regarding the
i nsurance.

The following is a list of insurance codes found
on the front of the MAID card:

Part A, Medicare only

Part B, Medicare only

Both Parts A and B Medicare
Bl ue Cross/Blue Shield

Bl ue Cross/Blue Shield/ Major Medical
Private nedical 1nsurance
Champus

Heal th Mi ntenance Organi zation
O her and/ or unknown

Absent Parent's insurance

None

United Mne Wrkers

Bl ack Lung

vZzIrumammgonw >

3. Billing Instructions for Cains Involving Third
Party Resources

If the client has third party resources that
cover case managenent services, then the provider
shal | obtain paynent or rejection fromthe third
party before Medicaid is filed. |f paynent is
received, the provider shall indicate on the
claim form in the appropriate field, the anmunt
of the third party annent and the nanme and
policy nunbers of the health insurance covering
the client. If the third party rejected the
claim a copy of the rejection notice shall be
attached to the Medicaid claim dains with
aftachnents shal | be non-el ectronic (paper)

cl ai ns.

TRANSM TTAL #1 Page 5.3



CABI NET FOR HUMAN RESOURCES

DEPARTMENT FOR

MEDI CAI D SERVI CES
TARCETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL

SECTI ON V - REI MBURSEMENT

Excepti ons:

*If the insurance conpany has not responded
within 120 days of the date of filing the claim
to them the provider shall submt a the claimto
EDS in the usual manner. A conpleted Third Party
Liability (TPL) Lead Form which states "No
Response in over 120 days" shall be attached to
the claim A copy of the TpL Lead Form can be
found in the Appendix.

Forward the claimand attached TPL Lead Form to:

EDS

P. 0. Box 2009
Frankfort, KY 40602
ATTN.  TPL Unit

*If proof of denial for the sane client for the
same or related services fromthe carrier is
attached to the Medicaid billing, clains
processing can proceed. The denial cannot be
more than six (6) nmonths ol d.

*A letter fromthe provider indicating that he
contacted the insurance conpany and spoke with an
agent to verify that the recipient was not
cPvered, can also be attached to the Medicaid
claim

Medi caid Payment for Cains Involving a Third
Party

CGaims neeting the requirements for paynent shall
be paid in the following manner if a third party
paynent is identified on the claim

The amount paid by the third party shall be
deducted from the Medicaid allowed anmount and the
difference paid to the provider. If the third
party paynent amount exceeds the Medicaid allowed
amount, the resulting Medicaid paynent shall be
zero. Cients cannot be billed for any o
difference between the billed amount and Medicaid
paynment amount. Providers shall accept Medicaid
paynent as paynment in full.
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If aclaimfor a client is payable by athird
party resource which was not pursued by the
provider, the claimshall be denied. Along wth
a Third Party insurance denial explanation, the
name and address of the insurance con'ﬁ)any, t he
name of the policy holder, and the policy nunber
shall be indicated on the Remttance Statenent.
The provider shall pursue payment with this third
party resource before billing Medicaid again.

If you have any questions, please wite to EDS,
P.Q Box 2009, Frankfort, Kent uckg 40602,
Attention: TPL Unit, or call (800) 333-2188.

5. Accident and Wrk Related C ains

For clains billed to Medicaid that are related to
an accident or work-related incident, the

provi der shall pursue information relating to the
acci dent . If an attorney, enployer, individual
or an insurance conmpany is liable for Ipaym&*nt,
paynent shall be pursued fromthe liable party.

If the liable party has not been determ ned,
attach copies of any information obtained, such
as the names of attorneys, other involved _
parties, and the client's enployer to the claim
when submtting to EDS for Medicaid paynent.

Duplicate or Inappropriate Paynments

Any duplicate or inappropriate paynment by Medicaid,
whet her due to erroneous billing or ﬁayrrent system
faults, shall be refunded. Refund checks shall be
made payable to "Kentucky State Treasurer" and sent
i medi ately to:

EDS

P. 0. Box 2009

Frankfort, KY 40602

ATTN Fi nanci al Services Unit

Failure to refund a duplicate or inappropriate paynment
could be interpreted as fraud or abuse, and may result
in prosecution.
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vi. Conpletion of Caim Form

A CGeneral Information

1

Cainms shall be submtted on the standard "Health
| nsurance O aimForm" (HCFA-1500, (12/90).
Information entered on this form nust be data
entered for the claimto be processed; therefore,
it is inportant that all information supplied is
conplete and legible. Typing the claimformis
recommended, although clear, legible handwiting
Is acceptable. dainms may also be submtted
electronically. Contact EDS to obtain
instructions on how to bill electronically.

According to Federal policy, claims shall be
submtted to Medicaid wthin twelve (12) nonths
of the date of service or within six (6) nonths
of the Medicare paynment date, whichever is |onger

Billing Instructions for Aaims with Service
Dates Over One Year dd

Medicaid clains shall be filed wthin one (1)
year of the date of service. Medicaid/ Medicare
-crossovers shall be filed wthin one (1) year of
the date of service OR within six (6) nonths of
the Medicare paid date, whichever is longer. To
process claims beyond this limt you nust attach
to EACH claim forminvolved, a copy of an

i n-process, paid, or denied claimremttance no
more than twelve (12) nonths of age which
verifies that the original claimwas submtted
within twelve (12) nonths of the service date.

Copi es of previously submtted claim forns,
providers' in-house records of claim submttals,
and letters which nmerely detail filing dates are
NOT acceptabl e documentation of tinely billing.
Attachnents shal | Prove that the claim was
RECEIVED in a timely manner by EDS
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If aclaimis being submtted after twelve (12)
nmonths fromthe date of service, due to the
recipient's retroactive eligibility, a copy of
t he backdated or retroactive MAID card shall be
attached to the claimform

MAI D Number

The client's Kentucky Medicaid Identification
(MAID) card should be checked carefully to verify
the ten (10)-digit MAID nunber, the client's

name, and that the card is valid for the period
of time during which services are provided.
"Eligibility Period" on the MAID card may show
nmonth-to-nonth eligibility (e.g. fromo07/01/91 to
08/01/91), retroactive eligibility (e.g. from
06/01/90 to 08/01/91), or specific dates of
eligibility (e.g. fromo07/20/91 to 08/01/91).

The "To" date is not an eligible date. Payment
cannot be made for services provided to an

i neligible person.

Medi cai d Provider Nunber

Al'l provider records, including Remttance
Statenents and paynents, are maintained by the
conput er system by provider nunber. The correct
eight (8)-digit Kentucky Medicaid Provider Nunber
shall be entered on the claimformin field #33
of the HCFA-1500 (12/90) formto ensure
notification of the status of the clains and
correct paynent. An incorrect or mssing nunber
could result in payment to another provider if
the nunber is a valid provider nunber, or failure
of the claimto receive paynent. Since the
Rem ttance Statenments contain, information about
clains by provider nunber, clains with invalid
provider nunbers will not appear on Remittance
Statenents.
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5. Procedural Coding for Case Management

The procedure code for Case Managenent services
Is X0064. Use of this code is linmted to one (1)
unit per month, per client, per provider;

however, the nunber of service contacts per nonth

Is unlimted.
B. Instructions for Conpletion of the HCFA-1500 C aim
Form

A copy of the HCFA-1500 claim form can be found in
Appendi x V of this nanual .

Clainms fornms can be ordered from
U S. Governent Printing Ofice
Superintendent of Docunents
Washington, D.C. 20402

Tel ephone: | -800-621-8335
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24B PLACE OF SERVICE

Enter the appropriate two (2)-digit place of service
code. The place of service code for case management
service is- 99.

24D PROCEDURE CODE
Enter the five (5) digit procedure code X0064.
24E DIAGNOSIS CODE INDICATOR
Transfer "1%, "2", “3", or "4" from field 21 to indi-

cate which diagnosis is being treated. Do not enter
the actual diagnosis code in this field.

24F PROCEDURE CHARGE

Enter your ususal and customary charge for case man
agement services.

24H EPSDT FAMILY PLAN
Enter a "Y' if the treatment rendered was a direct
result of the Early and Periodic Screening, Diagnosis
and Treatment Program.
26 PATIENT"S ACCOUNT NO.
- Enter the patient account number, if desired. EDS
will key the first eight or fewer digits. This num-

ber will appear on the Remittance Statement as the
invoice number.

28 TOTAL CHARGE
Enter the total charges from all lines of the claim.
29 AMOUNT PAID

Enter the amount received by private insurance. If
no private insurance payment, leave blank.
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30 BALANCE DUE

Enter the amount received form Medicare, if any, oth-
erwise, leave blank.

31 SIGNATURE/ZINVOICE DATE

The actual signature of the provider or the provid-
er"s appointed representative is required. Stamped
signatures are not acceptable.

33 PROVIDER NUMBER

4

Enter the name and address of the provider submitting
the claim. Beside PIN # enter the eight (8)-digit
individual Medicaid provider number.

Send the completed'original HCFA-1500 (12/90) claim form to EDS for processing
as soon as possible after the service is provided. Retain a copy in your
files.

Mail completed claims to:
EDS

P.0. Box 2018
Frankfort, Ky 40602
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A, Correspondence Forms |nstructions

TYPE OF
| NFORVATI ON TI ME FRAMVE
REQUESTED FOR | NQUI RY MAI LI NG ADDRESS
[nquiry 6 weeks after EDS
billing P. O Box 2009
Frankfort, KY 40602
ATTN: Provi der Rel ations
Uni t
Adj ust nent [ mredi atel y EDS
P. 0. Box 2009
Frankfort, KY 40602
ATTN: Fi nanci al
Services Unit
Ref und | mredi atel y EDS
P. 0. Box 2009
Frankfort, KY 40602
ATTN Fi nanci al
Services Unit
TYPE OF
| NFORVATI ON
REQUESTED NECESSARY | NFORVATI ON
I nquiry Conpl eted Inquiry Form

Remttance Statement and Medicare

EOVMB, when applicable

3. Qt her supportive docunentation,
when needed, such as a photocopy
of the Medicaid claimwhhen a claim
has not appeared on a Remttance
Statement within a reasonable

_amount of tine

N
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TYPE OF

| NFORVATI ON

REQUESTED NECESSARY | NFORVATI ON

Adj ust nent L. Conpl eted Adjustment Form
2 Corrected claim

3. Phot ocopy of the applicable
portion of the Remttance
Statement in question

Ref und L. Ref und Check
2. Phot ocopy of the applicable
portion of the Remttance
Statement in question
3. Reason for refund

B. Tel ephoned Inquiry Information
VWHAT |'S NEEDED? (:

- Provi der nunber

-Patient's Medicaid | D nunber
-Date of service

-Bill ed anmount

-Your nane and tel ephone nunber

VWHEN TO CALL?

-Wen a claimis not show ng on paid, pending or
denied sections of the Remttance Statenent within 6
weeks

-Wien the status of clains are needed and they do not
exceed five in nunber

WHERE TO CALL?

-Tol I -free nunber |-800-333-2188 (within xXentucky)
- Local (502) 227-2525
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C. Filing Limtations
NEW CLAI M5

VEDI CARE/ MEDI CAI D
CROSSOVER CLAIMS -

TH RD- PARTY
LIABILITY CLAIMS -

ADJUSTMENTS

12 nmonths from date of service

12 nonths from date of service

NOTE: If the claimis
received by EDS nore than 12
nonths from date of service,
but | ess that 6 nonths from
the Medi care adjudication
date, EDS considers the claim
to be within the filing
limtations and wll proceed
with clainms processing.

12 nmonths from date of service

NOTE: If the insurance
conﬁany has not responded

with 120 days of the date a
claimis submtted to the

i nsurance conpany, submt the
claimand Third Party Lead
Form to EDS indicating "NO
RESPONSE within 120 days”
from the insurance conpany.

12 months from the date the
paid claim appeared on the
Rem ttance Statenent
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D. Provider Inquiry Form

The Provider Inquiry Form should be used for inquiries
to EDS regarding paid or denied clains, billing
concerns, and claim status. (I'f requesting nore than
one claimstatus, a Provider Inquiry Form should be
conpl eted for each status request.) The Provider

I nquiry Form shoul d be coqfleted inits entirety and

mailed to the follow ng address:
EDS
P. O Box 2009

Frankfort, KY 40602

Supplies of the Provider Inquiry Form may be obtained
by witing to the above address or contacting EDS
Provider Relations Unit at |-(800)-333-2188 or

| - (502) - 227- 2525.

Pl ease remt BOTH copies of the Provider Inquiry Form
to EDS. Any additional documentation that would help
clarify. your inquiry should be attached. EDS will
enter their response on the formand the yell ow copy
will be returned to the provider.

It is NOT necessary to conplete a Provider Inquiry
Form when resubmtting a denied claim

Provider Inquiry forns may NOT be used in |lieu of
Medicaid claim forns, adjustnent forns, or any other
document required by Medi caid.

In certain cases it may be necessary to return the
inquiry formto the provider for additional
information if the inquiry is illegible or unclear.

Instructions for conpleting the Provider Inquiry Form
are found on the next page.
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Following are field by field instructions for conpleting the
Provider Inquiry Form

FI ELD NUMBER I NSTRUCTI ONS
1 Enter your 8-digit Kentucky Medicaid
Provi der Nunber.
2 Enter your Provider Nane and Address.
3 Enter the Medicaid Recipient's Nane as it

appears on the Medical Assistance
I dentification Card.

4 Enter the recipient's lo-digit Medicaid
nunber.

5 Enter the Billed Amunt of the claimon
whi ch you are inquiring.

6 Enter the daim Service Date(s).

7 If you are inquiring in regard to an

in-process, paid, or denied claim enter the
dﬁte of the Remttance Statenent |isting the
claim

8 If you are inquiring in regard to an
I n-process, paid, or denied claim enter the
13-digit internal control nunber |isted on
the Remttance Statenent for that particular

claim

9 Enter your specific -inquiry.

10 Enter your signature and the date of the
i nquiry.
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E. Adj ust ment Request Form

The Adjustnment Request Formis to be used when _

requesting a change on a Prew ously paid claim  This
does not include denied clainms or clainms returned to
the provider for requested additional information or

docurnent at i on.

For pronpt action and response to the adjustnent
requests, please conplete all itens. A CORRECTED
CLAIM AND THE APPROPRI ATE PAGE OF THE REM TTANCE
STATEMENT SHALL BE ATTACHED TO THE ADJUSTMENT REQUEST
FORM OIIf items are not conpleted, the form nmay be
ret urned.

FI ELD NUMBER DESCRI PTI ON
1 Enter the 13-digit cl ai m nunber

for the particular claimin
questi on.

2 Enter the client's nane as it
appears on the Remttance
Statenment (last nane first).

3 Enter the conplete client's MAID
number as it appears on the
Remi ttance Statement. The
conpl ete Medicaid nunber contains
10 digits.

4 Enter the provider's nane, addres
and conpl ete provider nunber. :

5 Enter the "From Date of Service"
for the claimin question.

6 Enter the "To Date of Service" for
the claimin question.

7 Enter the total charges submtted
on the original claim
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FI ELD NUMBER DESCRI PTI ON

8 Enter the total Medicaid paynent
for the claimas found under the
“Cains Paynent Anount" colum on
the Remttance Statenent.

9 Enter the Remttance Statenent
date which is found on the top
left corner of the remttance.

Pl ease do not enter the date the
paynent was received or posted.

10 Specifically state WHAT is to be
adjusted on the claim (i.e. date
of service, units of service).

11 Sﬁeci fically state the reasons for
the request adjustnment (i.e.
m scoded, overpaid, underpaid).

12 Enter the name of the person who
conpl eted the Adjustnment Request
Form

13 Enter the date on which the form
was submtted.

Mai | the conpleted Adjustment Request Forn} a
corrected claim and Remttance Statement to the
address on the top of the form

To reorder these forms, contact the Provider Relations
Unit:

EDS
P. 0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire.
Allow 7 days for delivery.
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VI1I. REM TTANCE STATEMENT
A Cener al

The EDS Remittance Statenment (or Remttance Advice)
furnishes the provider with an explanation of the
status of those clains EDS processed. The Remttance
St atement acconpani es the paynment check and is divided
into six sections.

The first section provides an accounting of those
clainms which are being paid byMedicaid with the
acconpanyi ng paynent check.

The second section provides a list of clains which
have been rejected (denied) in total by Medicaid with
the correspondi ng Explanation of Benefit (EOB) code.

The third section provides a list of clains EDS
received which did not conplete processing as of the
date indicated on the Remttance Statenent.

The fourth section provides a list of claims received
by EDS that could not be processed as the result of
inconplete claiminformation. These clains have been
returned to the provider along with a cover letter
that explains the reasons for the return.

The fifth section includes the summation of clains
payment activity as of the date indicated on the
Rem ttance Statenent and the year-to-date clains
payment activities.

The sixth section provides a |ist of the ECB codes
whi ch appear on the Remttance Statenent with the
corresponding witten explanation of each EOB code.

A ai ms appearin% in any section of the Remttance
Statement will Dbe in al phabetical order according to
the patient's |ast nane.
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SECTTON VITT - REM TTANCE STATEMENT

| TEM

| N\VO CE
NUVBER
RECI PI ENT
NANVE

RECI Pl ENT
NUVBER

| NTERNAL
CONTROL NO.

CLAIM SVC
DATE

Section | - dains Paid

An exanple of the first section of the Remttance .
Statenment is shown in Appendix VII-P.I. This section
lists all of those clains for which payment is being
made. On the pages immediately followng are
itemby-item explanations of each individual entry
appearing on this section of the Remttance Statenent.

EXPLANATI ON OF REM TTANCE STATEMENT
FOR PROVI DER SERVI CES

The preprinted invoice nunber (or patient account
nunber) appearing on each claimformis printed
in this colum for the provider's reference

The name of the recipient as it appears on the
Departnent's file of eligible Medicaid recipients

The Medicaid |.D. Number of the recipient as
shown on the claim form submtted by the provider

The internal control nunber (ICN) assigned to the
claim for identification purposes by EDS

The earliest and |atest dates of service as shown
on the claim form

TOTAL CHARGES The total charges billed by the provider for the

services on this claimform

CHARGES NOT Any portion of the provider's billed charges that

COVRD

AMI. FROM
OTHER SRCS

are not being paid, (exanples: rejected Tine
item reductron in billed amunt to allowed
charge)

The amount indicated by the provider as received
froma source other than the Medicaid Program for
services on this claim
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CLAIM PMI
AMOUNT

ECB

LI NE NO

PS

PRCC

QTY

LINE | TEM

The anount being paid by the Medicaid Programto
the provider for this claim

For expl anation of benefit code, see the back
page of Renittance Statenent

The nunber of the line on the claimbeing printed

Place of service code depicting the |ocation of
the rendered service

The procedure code in the line item

The nunber of procedures/supply for that |ine
I tem charge

The charge submtted by the provider for the
CHARGE procedure in the line item

LINE | TEM PMI' The anount being paid by the Medicaid Programto

cC.

the provider for a particular line item
Section Il - Denied O ains

The second section of the Remttance Statenent appears
whenever one or nore clains are rejected in total.

This section lists all such clains and indicates the
EOB code explaining the reason for each claim
rejection. Appendix VII.-P.2.

Al items printed have been previously defined in the
descriptions of the paid clains section of the
Rem ttance Statenent.
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SECTION VITI - ReEM TTANCE STATEMENT

D. Section Il - Clains in Process

The third section of the Remttance Statenent
(Appendix VII1-P.3) lists those clains which have been
received by EDS but which were not adjudicated as of
the date of this report. A claimin this category
usuaII% has been suspended from the normal processing
cycl e because of data errors or the need for further
review. A claimonly appears in the Claims in Process
section of the Remttance Statenent as long as it
remains in process. At the time a final determnation
can be made as to claimdisposition (payment or
rejection) the claimwll appear in Section | or Il of
the Remttance Statenent.

E Section |V - Returned d ains

The fourth section of the Remttance Statement
(Appendi x VII1-P.4) lists those clainms which have been
received by EDS and returned to the provider because
required information is mssing fromthe claim The
claimhas been returned to the provider with a cover
sheet which indicates the reason(s) that the claim has
been returned.

F. Section V - Claims Paynment Sunmmary

This section is a sumary of the clains ﬂaynent
activities as of the date indicated on the Remttance
Statement and the year-to-date (YTD) clains paynent
activities. (Appendix VII-P.4).

CLAIMS PAID)DENED the total number of finalized clains which
have been determned to be denied or paid by
the Medicaid Program as of the date
i ndi cated on the Remttance Statement and
YTD summation of claim activity

AMOUNT PAI D the total amount of clains that paid as of
the date on the Remttance Statement and the
YTD summation of paynent activity
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W THHELD AMOUNT the dollar amount that has been recouped by
Medicaid as of the date on the Remttance
Statement (and YTD summation of recouped

noni es)
NET PAY AMOUNT the dollar amount that appears on the check
CREDI T AMOUNT the dollar amount of a refund that a

provider has sent in to EDS to adjust-the
1099 amount (this amount does not affect
claims paynment; only adjusts the 1099 amount)

NET 1099 AMOUNT the total anount of noney that the provider
has received from the Medicaid Program as of
the date on the Remttance Statement and the
YTD total monies received taking into
consideration recoupnents and refunds

G. Section VI - Description of Explanation Codes Listed
Above

Each EOB code that appears on the dated Remttance
Statenent has a correspond;nP witten explanation
pertaining to payment, denial, suspension and return
for a particular claim(Appendix VII-P.5).
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DEPARTMENT FOR MEDI CATD SERVI CES

AMBULATORY SURG CAL CENTER SERVI CES

Medi cai d covers nedically necessary services performed in
anbul atory surgical centers.

Bl RTHI NG CENTER SERVI CES

Covered birthing center services include an initial prenatal
visit, followup prenatal visits, delivery and up to two (2)
fol |l owup postnatal visits within four (4) to six (6) weeks of
the delivery date.

DENTAL SERVI CES

Coverage shall be l[imted but include cleanings, oral

(l

examnations, X-rays, filling, extractions, palliative treatnment
of oral pain, hospital and energency calls for recipients of all
ages. her preventive dental services (i.e. root canal

therapy) and Conprehensive Orthodontics are also available to
reci pients under age twenty-one (21).

DURABLE MEDI CAL EQUI PMENT

Certain nedical ly-necessary items of durable medical equipment,
orthotic and prosthetic devices shall be covered when ordered by
a physician and PIOVI ded by suppliers of durable nedical _
equi pment, orthotic and prosthetics. Mst itens require prior
aut hori zati on.

EARLY PERI ODI C SCREENING DI AGNOSI'S, AND TREATMENT ( EPSDT)

Under the EPSDT ﬁrogram Medi cai d-eligible children, from birth
through the birth nonth of their twenty-first (21) blrthda¥ may
or

receive the followi ng tests and procedures as appropriate

age and health history when provided by participating providers:

Medical History

Physi cal Exam hation

Gow h and Devel opnent Assessnent
Hearing, Dental, and Vision Screenings
Lab tests as indicated o
Assessnent or Updating of |nmunizations
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FAM LY PLANNI NG SERVI CES

Conprehensive famly planning services shall be available to all
eligible Medicaid recipients of childbearing age and those

m nors who can be considered sexually active. These services
shall be offered through participating agenci es such as |ocal
county health departnents and independent agencies, i.e.

Pl anned Parenthood Centers. Services also shall be available

t hrough private physicians.

A conpl ete physical exam nation, counseling, contraceptive
education and educational nmaterials, as well as the prescribing
of the appropriate contraceptive method, shall be available
through the Famly Planning Services elenent of the Kentucky
Medi caid Program  Followup visits and energency treatnents

al so shall be provided.

HEARI NG SERVI CES

Fbarin% eval uations and single hearing aides, when indicated,
shall be paid for by the Erogranwfop eligible recipients, to the
age of tmentY-one (21). ol lowup visits, as well as 'check-up
visits, shall be covered through the hearing services elenent.
Certain hearing aid repairs shall also be paid through the
program

HOVE HEALTH SERVI CES

Skilled nursing services, physical therapy, s%eech therae%,
occupational t erap%, and aid services shall be covered when
necessary to help the patient remain at home. Medical socia

wor ker services shall be covered when provided as part of: these
services. Home Health coverage al so includes disposable medical
supplies. Coverage for hone health services shall not be
limted by age.

HOSPI CE

Medi caid benefits include reinbursement for hospice care for
Medi caid recipients who neet the eligibility criteria for
hospice care. Hospice care provides to the ternlnalby il
rel1ef of pain and synptoms. Supportive services and assistance
shall also be provided to the patient and famly in adjustment
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to the patient's illness and death. A Medicaid recipient who
elects to receive hospice care waives all rights to certain
separately available Medicaid services which shall also be
included 1n the hospice care scope of benefits.

HOSPI TAL  SERVI CES
| NPATI ENT SERVI CES

Kentucky Medicaid benefits include reinbursenment for adm ssions
to acute care hospitals for the managenent of an acute illness,
an acute phase or conplications of a chronic illness, injury,

| npai rnent, necessary dia%Fostic procedures, maternity care, and
acute Bsychiatric care. | non-energency hospital adm ssions
shal | be preauthorized by a Peer Review Organization. Certain
surgi cal procedures shall not be covered on an inpatient basis,
except when a life-threatening situation exists, there is

anot her primary purpose for adm ssion, or the physician
certifies a medical necessity requiring adm ssion to the
hospital. Elective and cosnetic procedures shall be outside the
scope of Program benefits unless nedically necessary or

I ndi cat ed. Rei mbursement shall be limted to a maxi mum of
fourteen (14) days per adm ssion except for services provided to
reci pients under age one (1) in hospitals designated as

di sproportionate share hospitals by Kentucky Medicaid.

QUTPATI ENT SERVI CES

Benefits of' the Program el ement include diagnostic, therapeutic,
surgi cal and radiological services as ordered by a physician
clinic visits, pharnmaceuticals covered, energency room services
in energency situations as determned by a physician, and

servi ces of hospital-based energency room physicians.

There shall be no limtations on the number of hospital
outpatient visits or covered services available to Medicaid
reci pients.

KENTUCKY COWM SSI ON FOR HANDI CAPPED CH LDREN

The Comm ssion provides mnedical, preventive and renedial
services to handi capped children under age twenty-one (21).
Targeted Case Managenent Services are al so provided. ecl pients
of all ages who have hemophilia may also qualify.
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LABORATORY SERVI CES

Coverage of |aboratory procedures for Kentucky Medicaid
participating independent |aboratories includes procedures for
which the laboratory is certified by Medicare.

LONG TERM CARE FACI LI TY SERVI CES
NURSI NG FACI LI TY SERVI CES

The Departnment for Medicaid Services shall nake paynment for
services provided to Kentucky Medicaid eligible residents of
nursing facilities which have been certified for participation
in the Kentucky Medicaid Program The need for adm ssion and
continued stay shall be certified by the Kentucky Medicaid Peer
Review Organi zation (PRO. The Department shall make paynent

» for Medicare deductible and coinsurance amounts for those
Medi caid residents who are also Medicare beneficiaries

I NTERVEDI ATE CARE FACI LI TY SERVICES FOR THE MENTALLY RETARDED
AND DEVELOPMENTALLY DI SABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make paynent to intermediate
care facilities for the mentally retarded and devel opnmentally

di sabl ed for services provided to Medicaid recipients who are
mental |y retarded or devel oprmental |y disabled prior to age
twenty-two (22), who because of their nental and physica
condition require care and services which are not provided by
communi ty resources.

The need for the 1cF/MR/DD |evel of care shall be certified by
the Kentucky Medicaid Peer Review Organization (PRO.

MENTAL HCSPI TAL SERVI CES

Rei mbursement is available for inpatient psychiatric services
provided to Medicaid recipients under age twenty-one (21) and
recipients who are age sixty-five (65) or older in a psychiatric
hospital. There shall be no limt on length of stay; however
the need for inpatient psychiatric hospital services shall be
verified through the utilization control mechanism
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COWUNI TY MENTAL HEALTH CENTER SERVI CES

Community nental health-nental retardation centers serve
recipients of all ages in the comunity setting. Fromthe
center a patient may receive treatment through

Qut patient Services
Therapeutic Rehabilitation
Emer gency Services

| npatient Services

Personal Care Hone Visits

Eligible Medicaid recipients needing psychiatric treatment my
receive services fromthe community nental health centers and
possi bly avoid hosPitaIization. ere are fourteen (14) ngjor
centers, with satellite centers available. The Kentucky

Medi caid Program also reinburses psychiatrists for psychiatric
servi ces through the physician program

NURSE ANESTHETI ST SERVI CES

Anesthesia services performed by a participating Advanced
Registered Nurse Practitioner - Nurse Anesthetist shall be
covered by the Kentucky Medicaid Program

NURSE M DW FE SERVI CES

Medi caid coverage shall be available for services perfornmed by a

Bfrtjcipating Advanced Registered Nurse Practitioner - Nurse
dwife. Covered services include an initial prenatal visit,

followup prenatal visits, delivery and up to two (2) followup

post partumvisits within four (4) to six (6) weeks of the

del ivery date.

NURSE PRACTI TI ONER

Services by an Advanced Registered Nurse Practitioner shall be
ayable if the services provided is within the scope of
i censure.
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PHARVACY SERVI CES

Legend and non-legend drugs fromthe apﬁroved Medi cai d

Qutpatient Drug List when required in the treatnment of chronic
and acute illnesses shall be covered. The Departnent is advised
regardlng the outpatient drug coverage by a formulary

subconmi ttee conposed of persons from the nedical and Eharnagy
professions. A Drug List is available to individual pharmacists
and providers upon request and routinely sent to participatin?
pharnmacies and nursing facilities. The Drug List is distributed
quarterly wth nonthly updates.

Certain other drugs which may enable a patient to be treated on
an outpatient basis and avoid institutionalization shall be
covered for paynment through the Drug Prior Authorization Program

+In addition, nursing facility residents may receive other drugs

which may be prior authorized as a group only for nursing
facility residents.

PHYSI CI AN SERVI CES
Covered services include:

Ofice visits, medically indicated surgeries, elective
sterilizations*, deliveries, chenotherapy, radiology services,
emergency room care, anesthesiology services, hysterectony
procedures*, consultations, second opinions prior to surgery,
assi stant surgeon services, oral surgeon services, psychiatric
servi ces.

*Appropriate consent fornms shall be conpleted prior to coverage
of these procedures.

Non- covered services include:

Mbst injections, supplies, drugs (except anti-neoplastic drugs,
sel ected vaccines and Rhogan), cosnetic procedures, package
obstetrical care, IUDs, diaphra?ns, prosthetics, various

adm ni strative services, mscellaneous studies, post nortem
exam nations, surgery not mnedically necessary or indicated.
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PHYSI CI AN SERVI CES ((CONTI NUATI ON)
Limted coverage:

Certain types of office exams, such as conprehensive office
visits, shall be limted to one (1) per twelve (12) nonth
period, per patient, per physician.

PCDI ATRY SERVI CES

Sel ected services provided by |icensed podiatrists shall be
covered by the Kentucky Medicaid Program Routine foot care
shall be covered only for certain nedical conditions where the
care requires professional supervision.

PRI MARY CARE SERVI CES

" A prinary care center is a conprehensive anbulatory health care
facility which enphasizes preventive and mai ntenance health
care. Covered outpatient services provided by |icensed,
participating primary care centers include nedical services
rendered by advanced registered nurse practitioners as well as
physician, dental and optonmetric services, famly planning,
EPSDT, |aboratory and radio[o?y procedures, pharmacy, _
nutritional counseling, social services and health education
Any limtations applicable to individual program benefits shal
be generally applicable when the services are provided by a
prinmary care center

RENAL DI ALYSI S CENTER SERVI CES

Renal free-standing dialysis center service benefits include
renal dialysis, certain supplies and hone equipnent.
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CABI NET FOR HUVAN RESOURCES
DEPARTMENT FCR MEDI CAI D SERVI CES

TARCGETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
DEPARTMENT FOR NMEDI CAI D SERVI CES

RURAL HEALTH CLI NI C SERVI CES

Rural health clinics are ambulatory health care facilities
located in rural, medically underserved areas. The program
enPhasizes preventive and nmaintenance health care for people of
all ages. The clinics, though physician directed, shall also be
staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of md-1|evel
practitioners to provide quality health care in areas where
there are few physicians. Covered services include basic

di agnostic and therapeutic services, basic |aboratory services,
energency services, services provided through agreenent or
arrangements, visiting nurse services and other anbul atory

servi ces.

TRANSPORTATI ON  SERVI CES

Medi caid shall cover transportation to and from Medicaid Program
covered medical services by ambul ance or other approved vehicles
if the patient's condition requires special transportation

Al so covered shall be preauthorized non-emergency nedica
transportation to physicians and other non-energency,

Medi cai d-covered nedical services when provided by a
participating medical transportation provider. ravel to
pharmaci es shall not be covered.

VI SI ON SERVI CES 8

Exam nations and certain diagnostic procedures perforned by

opht hal nol ogi sts and optonetrists shall be covered for

recipients of all ages. Professional dispensing services,

| enses, frames and repairs shall be covered for eligible =~
reci pients under age twenty-one (21).

PREVENTI VE HEALTH SERVI CES

Preventive Health Services shall be provided by health
department or districts which have witten agreements with the
Department for Health Services to provide preventive and
renedial health care to Medicaid recipients,
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CABI NET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
DEPARTMENT FOR MEDI CAI D SERVI CES

**SPECI AL PROGRAMS* *

KENPAC. The Kentucky Patient Access and Care System or KenPAC
Is a special program which links the recipient with a primry
physician or clinic for many Medicaid-covered services. Only
reci pients who receive assistance based on Aid to Famlies wth
Dependent Children (AFDC) or AFDC-related Medicaid Only shall be
covered under KenPAC. The recipient shall choose the physician
or clinic. It is especially inportant for the KenPAC recipient
to present his or her Medicaid Identification Card each tine a
service is received.

ALTERNATI VE | NTERVEDI ATE SERVI CES FOR THE MENTALLY RETARDED

The Alternative Internmediate Services for the Mentally Retarded

(AIS'MR) hone and community-based services program provides

s coverage for an array of community based services that shall be

an alternative to receiving the services in an internediate care
facility for the nentally retarded and devel opmental |y disabl ed

(1 CF/ MRIDD) .

HOVE AND COWUN TY- BASED WAl VER SERVI CES

A hone and community-based services program provides Medicaid
coverage for a broad array of home and community-based services
for elderly and disabled recipients. These services shall be
available to recipients who woul d otherwi se require the services
inanursing facility. The services becane available statew de
effective Julg 1, 1987. These services shall be arranged for
and provi ded by hone heal th agenci es.

SPECI AL HOVE AND COWMUNI TY- BASED SERVI CES MCODEL WAI VER PROGRAM

The Mbdel Waiver Services Program provides up to sixteen (16)
hours of private duty nursing services and respiratory therapy
services to disabled ventilator dependent Medicaid recipients
who woul d otherwise require the level of care provided in a
hospi tal - based skilled nursing facility. This program shall be
limted to no nore than fifty (50) recipients.
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CABI NET FOR HUVAN RESQOURCES
DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
ELTG BILTTY TNFORVATT ON

Progr ans

The Departnment for Social Insurance, Division of Field Services

| ocal office staff have primary responsibility for accepting and

processing applications for benefit programs adm nistered by the

Cabi net for Human Resources, Department for Social |nsurance.

These prograns, which include eligibility for Medicaid, include:
AFDC (Aid to Famlies with Dependent Children)

AFDC Rel ated Medi cal Assistance

State Supplenentation of the Aged, Blind, or D sabled
Aged, Blind, or Disabled Mdical Assistance

Ref ugee Resettlenment Prograns

~Any individual has the right to apply for Medicaid and have

eligibility determ ned. ersons wanting to apply for Medicaid
benefits should be referred to the local Departnent for Soci al

I nsurance, Division of Field Services office in the county in
which they live. Persons unable to visit the local office my
wite or telephone the local office for information about making
application. For nost programs, a relative or other interested
p?gty may make application for a person unable to visit the
office.

In addition to the prograns adm nistered by the Departnent for
Soci al Insurance, persons eligible for the federally

adm ni stered Suppl emental Security |ncome (SSI) program al so
receive Medicaid through the Kentucky Medicaid Program
Eligibility for SSI is determned by the Social Security

Adm nistration. Persons wanting to apply for SSI should be
referred to the Social Security Admnistration office nearest to
the county in which they live. = The SSI program provides
benefits to individuals who neet the federal definitions of age,
bl i ndness, or disability, in addition to other eligibility
requirenents.
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TARCETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
ELTG BILITY TNFORMATTON

MAI D Cards

Medicaid Identification (MAID) cards are issued nonthly to
reciﬁients with ongoing eligibility. These cards show a
month-to-nonth eligibility period.

Eligible individuals with excess income for ongoing eligibility
may be eligible as a "spend down" case if incurred nedical
“expenses exceed the excess incone armount. Individuals eligible
as a "spend down" case receive one MAID card indicating the
specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down"
eligibility period.

MAID cards may show a retroactive period of eligibil
Dependi ng on the individual circunstances of eligibi
. retroactive period nay include several nonths.

ity.
lity, the

Duplicate MAID cards may be issued for individuals whose .
original card is lost or stolen. The recipient should report Cf?
the lost or stolen card to the |ocal Department for Socia i
Insurance, Division of Field Services worker responsible for the
case.

Verifying Eligibility

The local Departnent for Social Insurance, Division of Field ,
Services staff nmay provide eligibility information to providers i
requesting MAID numbers and eligibility dates for active

i nactive or pending cases.

The Department for Medicaid Services, Eligibility Services
Section at (502) 564-6885 may also verify eligibility for-
provi ders.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD

(FRONT OF CARD)

Eligibility period is the month, day and year
of Kentucky Medicaid eligibility represented
by this card. * From® date is first day of

Department for Social
Insurance case number. This
is NOT the Medical Assistance
Identification Number

Medical Insurance code
indicates type of insurance
coverage.

eligibility of this card. “To" date is the day
eligibility of this card ends and is not

included as an eligible day.

Madical Assistance identification
Number (MAID) is the 10-digit number
required for billing medical services.

AN

Wembers Eligible for cal Assistance DATE OF
COMMONWEALTH OF KENTUCKY Mecical Assistance sexd BIRTH {mes.
Yo CABINET FOR HUMAN RESOURC Banefits “&{&‘ MOYR
card ELIGIBILTY PERIOD CASE NUMBER
was FROM: \ 08-01-90 [ - Smith, Jgne 1234567890 2 (0353 |M
sued TO: 07-01-80 037 C 000123456 Smith, Kim 2345678912 21284 |M
’ CASE NAME AND ADDRESS
= [\\ISSUE DATE:
05-27-90
Jane Smith
400 Block Ave.
Frankfort, KY 40601
ATTENTION: OW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
SEEQOTHER SIGRATURE MAP 520 REY 180
For
Kaentucky Medicaid
Case hame and address show (o _ Program
whom the card is mailed. The name Statistical Purposes
in this block may be that of a relative
or other interested party and may not

be an eligible member.

’

Name of members eligible for Medical As-
sistance benefits. Only those persons
whose names am in this block are eligible
for Kentucky Medicaid Program benefits.

Date of Bii shows month and year of
birth of each member. Refer to this block
when pmvidiig services limited to age.

WHITE CARD
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.:A.!.D.) CARD

(BACK OF CARD) . .
Information to Providers.

Insurance identification
codes indicate type of
insurance coverage as
shown on the front of he
cad in ‘ins.’ block.

PROVIDERS OF

This card cartfiss that the persont(s) isted
indicated on the reverse side, for currert

VICE
s /are eigbie during the period

F- Private Medical insurance

G-Champis

H-Heath Maintenance Organization
|+ Unknown

K-Othr

L Absart Pasent's insurance
D-Blus Cross Blus Shield M-None
E-Bius Cross Bius Shisid N-Unied Mine Workers
Medicel P-Black Lu

RECIPIENT OF SERVICES

1. This card may be usad 1 olxtain centain services from panicipating
hospitais, drug stored, physiclans. dantists, nursing homes, intermediate
care tacilties, independent imborsioriss, home heakh agencies,
comynunity mental haalth centers, and ParNicpating provicars of hearing,
vision, ambulance, NON-SMENeNCy rANSPONALion, screening, and famiy
planning services.

2. Show this card whenewer You fecive MediCal Care Of Nave DIesLTiptions
fiied, 10 the person who provides these Sarvices 10 you.

3. You wik receive & new card &t the first of each month as long as you are
olgbis for benefits. For your pratection, piease sign on the Ine below,
and destroy your oid card. Remermber that It s against the law for
anyone 10 Use this card sxcept the persons kisted on the front of this card,

4, lyouhqumeammuqulymnmmwcﬂu

§. Recipient termporarily out of state may receive
mwmwmmmmmwmnmm
Resources, Depastment jor Medicald Services.

Notification to recipient of assignment
to the Cabinet for Human Resources of

hi party payments.

10 report changes relating 1o ellgibility or permvts use of the card by an ineli person

Recipient's signature is not required.
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CABINET FOR HUMAN RESOURCES
( DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD FOR LOCK-IN PROGRAM

Medical Assistance identification Number (MAID) is the
(FRONT OF CARD) 10-digit number required for billing medical services.

Eligibility period shows datas of eligibility represented by
this card. * From’ date is first day of eligibility of this

f:ard. ’]’o' date is the day eligibility of this card ends and Name and provider number of Lock-in physician.
is not included a6 an eligible day. Kentucky Medicaid payments will be Iiﬂ':::zd to
this physician (with the exception of emergency
services and physician referral uniess otherwise
authorized by the Kentucky Medicaid Program.

Wi

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES

ATTENT! THIS CARD ¢ SWHEN  — "\ |ELGIBIITY PERICO PHYSICHN NAME
APPLYING FOR MEDICAL BENEFITS EROM
ELIGIBLE RECIPENT & ADORESS
TO PHYSICIAN PROVIDER ND.
MEDICAL ASSISTANCE
IDENTIFICATION NUMBER
~SEX CODE
INSURANCE — R
\
DATE OF BIRTH
MONTH YEAR PHARMACY PROVIDER INQ.
CASE NUMBER
SEE OTHER SIOE FOR SIGNATURE MAP 204 REY 1108
Insurance
Cumenty Code
- Left Blank
Name and address of member eligible
for Medical Assistance benefits. All
eligible individuals in the Lock-in
Program will receive a separate card.

Name, address, and provider number
of Lock-in pharmacy. Payment for
phammacy services is limited © this
pharmacy, except in cases of

Department for Social insurance case emergency. In case of emergency,
number. This is NOT the Medical payment for covered femaascanbo
Assistance identification Number. made to any participating phamacy,

provided notification and justification
of the servica is given to the lock-in
program.

PINK CARD
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers. induding proce-
dures for emergency treatment, and
identification of insurance as shown on the
front of the card in ‘Ins.’ block.

ATTENTION /

This card certifies that the person iisted on the front of this card is eligible during the period indicated for current banefits of the Kentucky Medical Assistance
Program. Ptynm'orahynidanmphammhlnmnmmmwwmwmmu-MdMiwd

In the svent of an emergency, payment can be mide 10 any Particaling physician or particinating phasmacy rencering service 1 this person ¥ &t is & coversd
sarvice. The patient is not restricted with regard to 0ther services, however, payment can only be made within the scope of Program benelits. Recibken
terrporasily out Of SLIe Mty recive SMBPENCY MIGICRIJ sefvices Dy having the provider contact the Kentucky Cabinet for Human Resources, Depastment for
Medicad) Servicss. Questions regarding scope of services should be directed to the Lock-in Coordinator by calling 502-564-5560.

You are hersby notfied that under State Law, KRS 205.624, your right 10 third pasty payment has been assigned 10 the Cabinet for the amount of medical
assistance paxd on your behail,
A-Pan ANedicare Only F- Private Medical insurance | have read the above information and agree with
R-Part A, icare Premium Paid G-Chamgxs the procedures as outined and sxpiained to Me
B-Pan 8 M H-Heath Maintenance Organization
C-8oth Parts A 4+ Unimown
S-BothPans A S K-Other
D_;MMHP;G l’.‘-MPMllmm
us Cross Blve -None — -
E-Biue Cross Bive Shisid N-Unhed Mine Workers Signaturs of | o e / Dae
Medical P- Black Lu! /
RECIPIENT OF SERVICES
Federal lew provides for 8 $1 fine or imprisonmant {or & year or both for anyons whe williully gives felee inf in sppiying for medical
assistance repott changes relsting 1 eliaibllity or permita use of the card by an Derson

Notification to recipient of assignment Recipients signature is not required.
to the Cabinet for Human Resources of
third party payments.
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CABINET FOR HUMAN RESOURCES
( DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD FOR KENPAC PROGRAM

mb‘e:m Sodial Insurance Date of Birth shows month and
(FRONT OF CARD) This is NOT the Medical Assist year of birth of each member.
o Refer to this block when

Identification Number roviding sefvices limited to
Eligibility period shows dates of eligibility repre- P 9 services lim age.
sented by this card. * From® date is first day of
eligibility of this card. "To" date is the day
eligibility of this card ends and is not included as Names of members eligible for
an eligible day. KenPAC services provided Kentucky Medicald, Persons
by the Primary Care provider listed on this card. have the Primary Care provider

fisted on this card.

Z
.
' Members Elighis for Madical Assistance DATE O
Date Nedical Asss mm o B TY: e
card — T
_was FROM: \ 06-01-%0 ; -~ Smith, Jane 1234567890 20353 (M
issued || TO: 07-01-9%0 037 C 000123458 Smith, Kim 2345678912  [2{1284 | M
, TASE NAME AND ADDRESS
ISSUE DATE: Bl
05-27-90 /
Jane Smith
400 Bloc& Ave.
Frankfort, KY 40601
KENPAZ PROVIDER AND ADDRESS
Warren Peace, M.D.
1010 Poistoy Lane -
ATTENTION: OW THIS CARD TO VENDORS WHEN , KY 40601 PHONE
APPLYING FOR MEDICAL BENEFITS
SEE OTHER 8 BIGHATURE WAP 220K (TA%
Name, addrless and phone r_1umber of
Case and . " the Primary Care provider.
whom the card is mailed. This person
may be that of a relative or other

intarestad party and may not be an
eligible member.

Medical Assistance Identification
Number (MAID) is the 10-digit number
required for hilling medical services,

GREEN CARD
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CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)
Information to Providers. including Insurance Identification information to Recipients, including
codes which indicate type of insurance coverage as shown on limitations, coverage and emergency
the front of the card in "Ins.” block. care through the KenPAC system.

N

- M; PROVIDERS OF SEAVICE RECIMENT OF SEAVICES
card cortifies person isied herson is duri the period dosgnend prowder provide o artharze tve allowing
Irdk:todonmmudo lov curent bondbd “:ﬂl [ m-':' :um:'ﬂm-: :‘ng-n.m MN . Vaboratory,
Assistance The M Nomtum m:wﬁmmr::; ree et
muuwﬂvuuunuuuw-ummuuwmunhmnhwqmm( s b pd poadadsgborbinsnd shinoats SN
NOTE KonPAC 1 and you shouid reter 10 saction (1 nhe o ade 1 & parkcipatng medosl (rovider
L II:E w '53"& yod o [vwc:::-m:om nbcm-u:.-mmmclm
regasing pr “*‘-nbnrwotmwdumbndm which m - . -mn on rom $e KenPAC
o umuuuumumunumnummuw be direciac 10 promary -l g
"o Cabinet for &mﬂ.ou ﬁhv-mrmukwmun::’m:“
gm",(yw1 d Services :mmmmm N, earacat, e Grtiig canawe,
Mmmbnmwmmmuywmpm
A-Pant A, Medicare Only P Ywﬂnﬁlmmunhdmmumumnmb
RPMTA Medcwe ProriomPad GO e T o ot o i o e S o et
B-Part 8 Medicare Only H-Heakh Maintenance Omganization § on the vontof s owe.
m;&u:&gum- éumm - ¥ you have quesbans, contact your slighdity wasker 8t e oty ofod.
arts A & B Medicare -Other . Pedigherdt (8) an ot he sate receve gerey Medueid earvioss
Premium Paid L- Absent Parent's insurance mum.-mm -n".'n"..mm-?-
D-Biue Cross 8ive Shield M-None Modions Servioes.
£-Biue Cross Biue Shisid N-Unlted Mine Workers
Major Medical P-Black Lung Sonaute
BECIPENT QF SERVICES: You are hareby novbed Put uneer S Law, KRS 208.624. your nght 19 $ird party payment has been © 1w Cainet kr e amount of medicsl
cemsmnoe pad on yOuF behail,
Foderal iew provides for & $10,000 fne or imprisonment for & year, or both, for snyone who wilthay gives information in wpplying for medical
asslstance, fails to report changes relating to eligibility, or permits use of the card by an insligible

Recipient's signature is not required.

Notification to recipient of assignment
o the Cabinet for Human Resources of

third party payments.
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( wp-344 (Rev. 3/91)

Kentucky Medicaid Program

Provider Information

1.
(Name) (County)
2.
(Location Address, Street, Route No, P.0. Box)

3- ¥

(City) (State) (Z1p)
4.

(Office Phoned of Provider)
5.

(Pay to, In care of, Attention, etc.-If different from above address.)
6.

Pay to address (If different from above)

7. Federal Employee ID No.

8. Social Security No.

9. License No.

10. Licensing Board (If applicable):

Il1. Original license date:

12. Kentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (1T applicable)

14. Practice Organization/Structure: (1) Corporation
(2) Partnership (3) Individual
(4) Sole Proprietorship (5) Public Service Corporation

(6) Estate/Trust (7) Government/Non-Profit

15. Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)
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16. If group practice, number of providers in group (specify provider type):

17.

18.

19. National Pharmacy No. (If applicable):

20.

21.

22.

If corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

(Seven-digit number assigned by the National Council for Prescription Drug
Programs.)

Physician/Professional Specialty Certification Board (submit copy of

Board Certificate):
1st Date

2nd Date

Name of Clinic(s) in which Provider is a member:
1st

2nd

3rd

4th

Control of Medical Facility: )
___ Federal ___ State County __ City
___ Charitable or religious
Proprietary (Privately-owned) ___ Other
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23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

APPENDI X |11

Fiscal Year End:

Administrator : Telephone No.
Assistant Admin: Telephone No.
Controller: Telephone No.
Independent Accountant or CPA:

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

If facility is government owned, list names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

Management Firm (If applicable):

Lessor (If applicable):

Distribution of beds in facility:
Total Kentucky

Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/DD

NF or MR/DD owners with 5% or more ownership:
Name Address % of Ownership
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34.

35.

36.

37.

TRANSMITTAL #1
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Institutional Review Committee Members (If applicable)

Providers of Transportation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in QOperation:

Basic Rate § (Includes up to __ miles)

Per Mile $ Oxygen $

Extra Patient $ Other $

Has this application been completed as the result of a change of ownership of a

previously enrolled Medicaid provider? yes no

Provider Authorized Signature: | certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowledge. |am aware that, should investigation at any time show any falsi-

fication, |will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. | hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
or organization to provide all information that may be sought in connection
with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY
License Number Verified through (Enter Code)
Comments:
Date: Staff:
4
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MAP-343 (Rev. 5/86) Provider Number:
(1f Known)
(A COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

» 19__, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)

hereinafter referred to as the Provider.
WITNESSE.TH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
(¢~ and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies

and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a )
if applicable, under the laws of Kentucky for the level or type of care to
which-this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, rel igion, or age in the provision of services.)
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MAP-343 (Rev. 5/86)

time upon 30 days® written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

3. Either party shall have the right to terminate this agreement at any (fﬁa

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19, with

conditional termination on s 19 » and shall automatically

terminate on 19 , unless the facility is recertified
in accordance with applicable remﬂatlons and policies.

-~

PROVIDER CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

BY: BY:
Signature of Authorized Official Signature of Authorized 0Official
NAME : NAME:
TITLE: TITLE:
DATE: DATE:
-3-
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FOAM APPADV

OM8 NO 0838 (¢
HEALTH INSURANCE CLAIM FORM
(CHECK APPLICABLE PROGRAM BLOCK BELOW)
form HCFA-1500 (I-84) Form OWCP-1500
Form CHAMPUS-501 Form ARE-1500
WEDICARE MEDICAID CHAMPUS CHAMPVA FECA BLACK LUNG OTHER
(MEDICARE NO {MEDICAID NO, D {SPONSOR'S SSN) (VA FILE NO ) (SSN) ¢ | (CERTIFICATE SSN) D BLUE SHIELD
PATIENT AND| INSURED (SUBSCRIBER) INFORMATION
1 PATIENT'S NAME (LAST NAME, FIRST NAME. MIODLE INITIALY 2 PAHENT'S DATE OF BIRTH 3 INSURED'S NAME (LAST NAME FIRST NAME, MIDOLE INITIAL)
A4 PATIENT'S ADORESS (STREET, CITY. STATE. 2iP CODE) S PADENT'S SEX 6 &?‘#:s?s 10 NO (FOR PROGRAM CHECKED ABOVE INCLUDE ALl
)
wi ] [ e
7 PATIENT'S RELATIONSHIP TO INSURED 8 INSURED'S GROUP NO (OR GROUP NAME OR FECA CLAIM NO )
SELE SPOUSE CHILD OTHER

NSURED 1S EMPLOYED AND COVERED 8Y EMPLOYER
TELEPHONE NO HEALTH PLAN

0 OTHER NEALTH INSURANCE COVERAGE (ENTER NAME OF POLICYHOLDER W0 WAS TION RELAT 1t INSURED'S ADOA! TREET CiTy. STAT P
AND PLAN NAME AND ADDRESS AND POLICY OR MEDICAL ASSISTANCE CONOITION RELATED 10 SURED'S ADORESS (STAEET C SIATE 2IP €008
NUMBER)
A PATIENT'S EMPLOYMENT
«J O
TELEPMONE NO
8 ACCIDENT "e CHAMPUS SPONSOR S
—
IO D D OTHER : ;5?:: D OECEASED BAANCH OF SERAVICE
STATUS
' RETRED
HORL, SON S SIGNATURE (READ BACK BEFORE SIGNING) 13 1 AUTHORIZE PAYMENT OF MEDICAL BENEFITS 1O UNDERSIGNED
§ AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY 10 PROCESS THiIS CLAIM 1 ALSO REOUEST PAYMENT PHYSICIAN OR R FOR SER At ELOW
OF GOVERNMENT BENEFITS EITHER TO MYSELF OA 1O THE PARTY WHO ACCEPTS ASSIGNMENT BELOW SUPPLRER FOR SERVICE DESCAIBED BELO
SIGNED DATE SIGNED (INSUR R_AYT 1, 1
WLNESS (FIRST SYMPIOM) OR INJURY 1S DATE FIRST CONSULTED YOU FOR THiS 16 PATIENT HAS MAD SAME OR 168 1F EMERGENCY
{ACCIDENT) OR PREGNANCY (LMP) CONDITION SIMILAR WLNESS OR INJURY GIVE DATES CHECK MERE
17 DATE PATIENT ABLE 10 18 ODATES OF TOTAL DISABLITY T ¥ P
- NEToRN TE womk DATES OF PARTIAL DISABILITY
.
FROM THROUGH FROM I INROUGH
T ———————————
19 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (¢ g PUBLIC HEALTH AGENCY)

'
20 FOR SEAVICES RELATED 10 WOSMTALIZALION GIVE
HOSPITALIZATION DATES

ADMATTED I DISCHARGED
1
21 NAME AND ADDRESS OF FACILITY WMERE SERVICES RENDERED (If OTHER T1HAN HOME OR OFFICE)

22 WAS LABORATORY WORK PEAFORMED OUTSIDE YOUR OFFICE?

st ——
23 A DIAGNOSIS OR NATURE OF ILLNESS OR INJURY RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE NUMBERS 1 2 1 8
€1C OR Dx CODE
1
EPSOT NO
2
FAMILY MLANNING NO
3 N
. sn10R
AUTHORIZATION NO
u A 8* € FULLY DESCRIBE PROCEDURES. MEDICAL SERVICES OR SUPPLIES '3 H OLEAVE BLANA
DATE OF SERVICE PLACE FURNISMED FOR EACH DATE GIVEN 0 DAYS .
OF PROCEDURE CODE DIAGNOS!S € OR G R ——
FROM T0 SERVICE HDENTIFY ) {EXPLAIN UNUSUAL SEAVICES OR CIRCUMSTANCES) CODE CHARGES 1| umtIs 108
-
]
]
— T
1
- &
]
]
]
1
25  SIGNATURE OF PHYSICIAN OR SUPPLIER (INCLUDING DEGREE(S) OR 26 ACCEPT ASSIGNMENT (GOVERNMENT 27 TOTAL CHARGE T 28 AMOUNT PAIO 79  BALANGCE DUE
CREDENTIALS) (+ CEQTIFY THAT THE STATEMENTS ON THE REVERSE APPLY 10 CLAIMS ONLY) (SEE BACK) {
THIS BULL AND ARE MADE A PART THEREOF) . ‘
YES O 3t PHYSICIANS. SUPPLIER'S. ANO/OR GROUP NAME. ADDAESS. 2iP CODE
] ANO TELEPHONE NO
30 YOUR SOCIAL SECURITY NO
DATE
32 YOUR PATIENT'S ACCOUNT NO 33 YOUR EMPLOYER 1D NO
10 NO
f 3
*M ACE OF SERVICE AND TYPE OF SERVICE (TOS) CODES ON THME BACK 34 35. MAKE PAYMENT TO { 3 M N
aPLACE C APPROVED 8Y AMA COUNCIL — A SYARNR
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MAP-585 (09/91) APPENDIX VI

REG ONAL | NTERAGENCY COUNCI L
CHECKLI ST FOR | DENTI FI CATI ON OF
CHI LDREN W TH SEVERE EMOTI ONAL Di SABI LI TI ES

. 1.
( ChiTd s TulT _name
2.
ChiTd 5 Social Security number
3.

DSMTTT-R Dragnosi s (Required)

AS stated in xRS 200.503, the child must present with one of the follow ng
condi tions.

PLEASE CHECK THE EXI STING CONDI TI ONS

O (1) Presents substantial linmtations that have persisted for at |east one (1)
year or are judged by a mental health professional to be at risk of
continuing for one (1) year without professional intervention in at |east
two (2) of the following five (5) areas:

O (a) Self care: Defined as the ability to provide, sustain, and protect
: hinselT at a |level appropriate to his age;

0 (b) Interpersonal relationships: Defined as the ability to build and
maintain satisfactory relationships with peer and adults;

O (c) Fanily life: Defined a8 the capacity to live in a famly or fanmly
fype environment;

o (d) Self direction: Defined as the child's ability to control his
be(rjlaw or and to nake decisions in a manner appropriate to his age,
and;

O (e) Education: Defined as the ability to learn social and
intelTectual skills from teachers in an educational setting;

R

0 (2) |Is a Kentucky resident and is receiving treatment for enotional
di sturbance through the interstate conpact;

R

0

(3.) The Department for Social Services has renoved the child fromthe child's
honme and has been unable to maintain the child in a stable setting due
to behavioral or enotional disturbance;

(4) A child who presents inpairnent/behavior of short duration yet of high
intensity. I ncluded are severe enotional problenms such as suicidal or
psychotic trauma reactions where prognosis regarding duration of synptons
cannot be accurately assessed.

This child is certified to neet the criteria as established above.
Docuncljent ation of the existence of these conditions is present in the client
record.

Authorized Agency Representative Dat e

Based on the information cited above, this child is hereby identified by
the Regional Interagency Council as a "severely enotionally disturbed child" in
need of case nmamnagenent services.

=~ RI'AC Chairperson Dat e

7/25/91
TRANSM TTAL i1



[# TVIITHSNVIL

AS OF 08/01/91 KENTUCKY MEDI CAI D TI TLE XI X REM TTANCE STATEMENT Page 1
RA NUMBER PROVI DER  NAME
RA SEQ NUMBER 2 PROVI DER  NUMBER
CLAIM TYPE:
* PAID CLAIMS *
CHARGES AMI. FROM
INVO CE - RECI Pl ENT IDENTIFICATION- | NTERNAL CLAIM TOTAL NOT OTHER CLAI M PMI EOB
NUMBER NAME NUMBER CONTROL NC. SVC. DATE CHARGES COVERED  SOURCES AMOUNT
023104 DONALDSON R 3834042135 9883324-552-580 070191-073191 200. 00 0.00 0.00 200. 00 061
01 ps 1 PROCC X0064 Qry 1 0.00
CLAIMS PAID IN THI S CATEGORY: 1 TOTAL BI LLED: 200. 00 TOTAL PAI D 200. 00

IIA XION3Iddv

1 2884
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I# TVLLINSNVIL

AS OF 08/01/91 KENTUCKY MEDI CAI D TI TLE XI X REM TTANCE STATEMENT

RA NUMBER
RA SEQ NUMBER 2

CLA'M TYPE:
* RETURNED CLAIMS *
INVO CE - RECI PI ENT IDENTIFICATION- | NTERNAL CLAIM
NUMBER NAME NUMBER CONTROL  NC. SVC. DATE
324789 SM TH 4838021143 9883324-552- 060 070191

TOTAL CLAIMS RETURNED IN THI S CATEGORY: 1

CLAI M5 PAYMENT SUMVARY

CLAI MS CLAI M5 W THHELD NET PAY CREDI T

PAI D/ DENI ED PD AMT. AMOUNT AMOUNT AMOUNT
CURRENT  PROCESSED 2 400. 00 0.00 400. 00 0. 00
YEAR- TO- DATE TOTAL 30 6000. 00 6000. 00 6000. 00 0. 00

PROVI DER NAME
PROVI DER NUMBER

NET 1099
AMOUNT

400. 00
6000. 00

Page 4
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APPENDIX VI |
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- e e T APPENDIX-VITI

PROVIDER INQUIRY FORM

EDS Please remit both
P.O. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1.Provider Number 3. Recipient Name (first. last)
2 Provider Name and Address 4. Medical Assistance Number

5. Billed Amount 6. Claim Service Dale

7. AA Dale 4. Internal Control Number

. 1 41 1 1 1 1 1 1 1 1 1

9. Provider’'s Message

10.

Signature Date

Dear Provider:

This claim has been resubmitted for possible payment.
— EDS can find no record of receipt of this claim. Please resubmit.
This claim paid on in the amount of
We do not understand the nature of your inquiry. Please clarify.
EDS can find no record of receipt of this claim in the last 12 months.
This claim was paid according to Medicaid guidelines.
This claim was denied on with EOB code

Aged claim. Payment may not be made for services over 12 months old without proof that the claim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely

receipt by EDS within 12 months of that rejection date. Claims must be received by EDS every 12 months

to beconS|dered for payment.

Other:

EDS Date

TRANSMITTAL #1



APPENDIX IX’

MAIL TO: EDS FEDERAL CORPORATION
P. 0. BOX 2009
FRANKFORT. KY 40602

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (I.C.N.) : ..EDSFEDERALUSEONLY

TN I I A N N

2. Recipient Name |3. Recipient Medicaid Number

4. Provider Name/Number/Address &, From Date Service 6. To Date Service

7. Billed Amt. 8. Paid Amt. 9. R.A. Date

10. Piease specify WHAT is to be adjusted on the claim.

11. Please specify REASON for the adjustment request or Incorrect original claim payment.

IMPORTANT:  THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMENTA.
TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM A%D
REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY--DO NOT WRITE BELOW THIS LINE

Field/Line:
New Data:

Previous Data;

Field/Line;
New Data:

Previous Data:

Other Actions/Remarks:

L

TRANSMITTAL #1



(REV. 7/91)

Reci pi ent Nane

APPESDI X X

Date of Birth

Date of Service :

THI RD PARTY LI ABILITY
LEAD FORM
MAI D #
Addr ess:
To:

Date of Adm ssion:

Date of D scharge:

Nane of Insurance Conpany:

Address :

Policy #:

Start, Date:

Date Filed with Carrier :

End Date:

“ Provi der Name : Provi der #:
Conment s:
Si gnat ur e: Dat e:

TRANSM TTAL #1



MAP-586(09/91) Appendi x X

ASSURANCE OF CASE MANAGEMENT SERVI CES
CERTI FI CATION FORM

|. CLIENT | NFORMATI ON
Cient's Nane Birthdate
Medi cal Assistance Identification Nunber
Address of O ient
Responsi bl e Party/Legal Representative

Addr ess

- . — - - — = . " - - A e = m S . . = e = —— am . . o -

|'1. CERTI FI CATI ON

Targeted Case Managenent Services - This is to certify that
| /responsible party/legal representative have been inforned of
my rights with regard to Case Managenent Services.

| el ect or do not el ect case management services.
| choose as nmy case Managenent Provider.
| choose as nmy Case Manager.

Signature Dat e

Signature and Title of Person Assisting
with Conpletion of Form

Agency
Addr ess

TRANSMITTAL #1
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APPENDI X X! |

MAIL 'fO: EDS
P.0, Box 2009
FRANKFURT, KY 40602

CASH REFUND DOCUMENTATION
L Check wamer 12, Check mews T
3. Provider Name/Number/Address 114. RecCI pl ent  Name
|
:S. Recipient Numnber
6. Fronbate Of Service l17. To Datelof Service |18. RA bate

I
9. Internal Control Nunber (If several ICNs attach RAs)

Reason for Refund: (Check appropriate blank)

a. Payment fromother source - Check the category and |ist name
Heal th Insurance (attach a copy of EoB)
-Auto | nsurance
___ Medicare paid
___ COther

b. Billed in error
c. Duplicate paynent (attach a copy of both Ra's)

If Ra's are paid to 2 different providers specify to which provider
nunber the check is to be applied.

—— e —— — — Cm— n— a———

d. Processing error OR Overpayment
Explain why

e. Paid to wong provider

f. Money has been rec?uest ed - date of the letter ,/ /
(Attach a copy of letter requesting money) - - -

___g. Qher

Contact Name Phone:

TRANSM TTAL #1



CABI NET FOR HUVAN RESOURCES
(‘ DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
ECTI [r -

NOTE:  Persons enployed as Case Managers as of
July 1, 1991, (the inplenentation date of this
progran) shal | be considered "grandfathered",
wth regard to the one (1) year of experience
requi renent; however, the mninmm educationa
requi rement nmust be nmet. Anyone appointed to a
case managenment position on or after July 1,
1991, shall neet the experience requirenent.

(3) Conpleted a case nanagenment certification or
training course, provided by the Departnent
for Mental Health/Mental Retardation or the
Department for Social Services, wthin six
(6? nonths of his enpl oyment date; and

(4) In addition to the above, the case manager
shal | be supervised for one (1) year by a

mental health professional; i.e.
, psychiatrist, psychologist, Mster's |evel
( Social Worker (MSW, psychiatric nurse, or

prof essional equivalent. A professional
equivalent is defined as staff who have at

| east a Bachelor's degree in a behavioral
science and two (2) years of experience in
providing children"s services. The
supervisor shall also conplete the required
case managenment certification or training
cour se.

Supervision is to be perforned at |east once
a nonth, both individually (per client
treatment plan) and in group (resource

devel opnent).

(5) Case managers shall deliver only case
managenent services, Whether ornot they are
enpl oyed by the case managenent provider on
a part-time or full-tine basis.

(6) The recommended case |oad size is 15-20:1
for a full-time case manager. [sith no more
& ) A
ehildren—at—one—time~ ] The naxi num case
| oad size shall'be 25.

.

TRANSM TTAL #2 Page 3.2




CABI NET FOR HUVAN RESOURCES
(f DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL

SECITON 'V - SERVI CeS COVERED

D. Regi onal Interagency Council (R AC

(1)

| dentification

Al'l children seeking case managenent services
under the Targeted Case Managenent Program shall
be identified as severely enotionally disturbed
(SED) children by the RIAC

The agency referrin? the child to the RIAC for
review is responsible for docunenting that the
child neets the-criteria as stated in Section
[, D Cdient Qualifications of this manual.

An authorized representative from the referring
agency shall sign the R AC Form MAP-[3-]585 ( See
Appendi x VI) as certification of tHe chil'd's
condition. The RIAC will review the conpleted
MAP-[-3]585. The signature of the RIAC

chai rﬁerson on the MAP-[3]585 will certify that
the child has been identified as an SED child by
the RIAC.

(2) Emergency Services

In the event of an emergency (i.e. a child is in
need of emergency case nanagenent services but
the RIAC, due to neeting only nont hly, does not
meet tinely enough to identity the child prior to
needed services being rendered), the referring
agency may. provi de case managenent services for
ug to four (4) weeks w thout the conpletion of
the Rl AC MAP-[3]585 form  However, 1f the child
is not identified by the RIAC at its next nonthly
meeting as an SED child, the referring agency nay
be at risk of providing services wthout
receiving reinbursenent.

TRANSM TTAL #2 [#] Page 4.5



CABI NET FOR HUMAN RESOURCES

(’ DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL

SECTTON 'V - SERVI CES COVERED

(3) Docunentation of Client Qualifications

It is the responsibility of the referring agency
or other chosen case nanagenent provider to

mai ntain all docunmentation regarding the child's
DSM 111 diagnosis, the RIAC NAP—L+]585 form and
any other records that support the decision to
provi de Targeted Case Managenent Services for a
particular child.

Assurance of Case Managenent Services Certification
MAP-[3]586 Form

After a child has been identified as an SED child by
the RIAC, the referring agency or other.chosen case
managenment provider shall conplete a MAP-[{3]586 Form
This form assures that the client has had freedom of
choice of not only case managenent services, but also
a choice of all participating case nanagenent
providers and case nmanagers within a provider group,

I f applicable.

The referring agency, if chosen as the case nanagenent
provider, shall retain a copy of this formin the
client's files. A copy is to be given to the child's
Ie al guardian or person in custodial control. If the

errln% agency assisting with conpletion of the form
|s not the chosen case managenent provider, the chosen
provider shall retain a copy of the MAP-{3]586 formin
the client's file.

Qut-of -Region or Qut-of-State Short Term Placenents

Children who neet all the requirenments for targeted
case managenent services and who are placed in
out-of-region or out-of-state tenporary or short term
pl acenents nay be continued to be case managed by
their "home" case nanagenent provider.

The requirement of four (4) service contacts per nonth
is still required; at least one (1) contact shall be a
face-to-face encounter with the child. However, it is
recogni zed that a face-to-face encounter with the

child in such placenents nmay be difficult.

TRANGM TTAL %2 (4 Page 4.6



CABI NET FOR HUVAN RESQURCES
(“ DEPARTMENT FOR MEDI CAl D SERVI CES

TARCGETED CASE MANAGEMENT SERVI CES CH LDREN MANUAL
SECITON V' -~ Rl MBURSEMENT

V. Rel mbur senent
A Paynent

Rei nbursenent for Targeted Case Managenent Services
for SED children shall be a cost-based system
ut|!|2|n% an interimrate based on projected cost
during the first year, wth a year-end cost
settlement. This nethodol ogy shall be reassessed
prior to the beginning of year two.

Payment shall be made when four (4) service contacts
have occurred during a month. Two (2) of the contacts
shall be face-to-face; at |east one (1) contact shal
be with the child and the other with the parent or

fam |y or person in custodial control. The other two'
(2) contacts may be tel ephone or face-to-face contacts S
with or on behalf of the child. [If there should be

situations whereby nultiple contacts are nade on the
sane day, then the TolTow ng procedures Wil be used:
(1) 1t contacts are directly inter-related then al
contacts would be counted as one contact; (2) If
contacts are not directly Interrelated then contacts
would be counted as two contacts.

The unit of service shall be defined as one unit
equaling one (1) nonth. The interimrate, for year
one, shall be based on the provider's usual,
customary, and reasonable charge up to a- maximum of
$200. 00 per child per nonth. No nore than one (1)
paynment per child per nonth shall be made and this
paynent shall represent paynent in full for all case
managenent services provided to the child during a
month. The paynment anount shall not vary with the
nature or the-extent of the case managenent services
bein? provided. The charge to the Mdicaid Program
shal [ be the sane for all persons who receive the sane
or simlar service.

Aﬂpropriate documentation shall be maintained in the
child' s record of all case nanagenent services billed
and performed.

TRANSM TTAL #2 [ Page 5.1



CABI NET FOR HUVAN RESQOURCES
( DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
SECTION VI - COWLETITON O CLAIM FORM

VI. Conpletion of Caim Form
A General Information

1.. Cains shall be submtted on the standard "Health

I nsurance CaimForm" (HCFA-1500, (12/90) (34844
Information entered on this form nust be data

entered for the claimto be processed; therefore,
it is inmportant that all information supplied is
conplete and legible. Typing the claimformis
recommended, although clear, legible handwiting
is acceptable. Cains may also be submtted
el ectronically. Contact EDS to obtain
instructions on how to bill electronically.

According to Federal policy, clains shall be
submtted to Medicaid wthin twelve (12) nonths
of the date of service or within six (6) nonths
of the Medicare paynment date, whichever is |onger.

2. Billing Instructions for aims with Service
Dates Over One Year Ad

Medicaid clains shall be filed within one (1)
year of the date of service. Medicaid/ Medicare
crossovers shall be filed within one (1) year of
the date of service OR within six (6) nonths of

. the Medicare paid date, whichever is longer. To
process clainms beyond this limt you nust attach,
to EACH claim forminvolved, a copy of an
in-process, paid, or denied claimremttance no
more than twelve (12) nmonths of age which
verifies that the original claimwas submtted
within twelve (12) nonths of the service date.

Copi es of previously submtted claimforns,

provi ders' in-house records of claimsubmttals,
and letters which nmerely detail filing dates are
NOT acceptabl e docunentation of tinely billing.
Attachments shall prove that the claim was
RECEIVED in a tinely manner by EDS.

TRANSM TTAL #2 #3 B Page o6. I



CABI NET FOR HUMAN RESOURCES
( DEPARTMENT FOR MEDI CAI D SERVI CES

TARCETED CASE MANAGEMENT SERVI CES CHI LDREN MANUAL
SECTION VI - COWLETITON O CLAIM FORM

If a claimis being submtted after twelve (12)
nonths from the date of service, due to the
recipient's retroactive eligibility, a copy of
t he backdated or retroactive MAID card shall be
attached to the claimform

3. MAI D Nunber

The client's Kentucky Medicaid Identification
(MAID) card should be checked carefully to verify
the ten (10)-digit MAID nunber, the client's
name, and that the card is valid for the period
of time during which services are provided.
"Eligibility Period" on the MAID card may show
nmonth-to-nonth eligibility (e.g. fromo07/01/91 to
08/01/91), retroactive eligibility (e.g. from
06/01/90 to 08/01/91), or specific dates of
eligibility (e.g. fromo07/20/91 to 08/01/91).

The "To" date is not an eligible date. Paynent

( cannot be made for services provided to an
i neligible person.

4, Medi caid Provider Nunber

Al'l provider records, including Remttance
Statenents and paynments, are nmaintained by the
conput er system by provider nunber. The correct
eight (8)-digit Kentucky Medicaid Provider Number
shall be entered on the claimformin field #33
of the HCFA-1500 (12/90) +3+/84>F formto
ensure notification of the status of the clains
and correct paynent. An incorrect or mssing
nunber could result in paynment to another
provider if the nunber 1s a valid provider
nunber, or failure of the claimto receive
paynment. Since the Remttance Statenents contain
I nformation about clains by provider nunber,
claims with invalid provider numbers wll not
appear on Remittance Statements.

TRANGM TTAL #2 5+ z Page 6.2



CONTI NUATI ON PACE 6.4

[I TEM NO

BN

23.

| TEM DESCRI PTI ON

Check if diagnosis was the resnlt of an

accidant.

LTheck if illness or condition is_an




CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
TARGETED CASE MANAGEMENT SERVICES CHILDREN MANUAL

SECTION VI - COMPLETION OF CLAIM FORM

24B PLACE OF SERVICE

code. The place of service code for case management
service is 99.

24D PROCEDURE CODE

Enter the five (5) digit procedure code X0064.

24E DIAGNOSIS CODE INDICATOR e

Transfer "1%, "2", “3". or "4" from field 21 to indi-
cate which diagnosis is being treated. Do not enter
the actual diagnosis code in this field.

24F PROCEDURE CHARGE

Enter your ususal and customary charge for case man
agement services.

244 EPSDT FAMILY PLAN

Enter a "Y" if the treatment rendered was a direct
result of the Early and Periodic Screening, Diagnosis
and Treatment Program.

26 PATIENT"S ACCOUNT NO.

- Enter the patient account number, if desired. EDS
will key the first eight or fewer digits. This num-
ber will appear on the Remittance Statement as the
invoice number.

28 TOTAL CHARGE

Enter the total charges from all lines of the claim.

29 AMOUNT PAID

Enter the amount received by private insurance. If
no-private insurance payment, leave blank.

TRANSMITTAL #2 {11 Page 6.5



CONTI NUATI ON PAGE 6.5

DATE _OF SERVICE

Enter the date of service. for example
QZ!Q]ﬁQ]'QZ!;Jégl The upromﬂ date Of

gervice entered shall be the-date—4he

jaitial service was-provided—and—the
¥To" date of service shall be-the-last
day of the month.




( CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
TARGETED CASE MANAGEMENT SERVICES CHILDREN MANUAL

SECTION VI - COMPLETION OF CLAIM FORM

30 BALANCE DUE

Enter the amount received form Medicare, if any, oth-
erwise. leave blank.

31 SIGNATURE/ZINVOICE DATE

The actual signature of the provider or the provid-
er's appointed representative is required. Stamped
signatures are not acceptable. i

33 PROVIDER NUMBER £

Enter the name and address of the provider submitting
the claim.  Beside PIN # enter the eight (8)-digit
individual Medicand provider number.

Send the completed original HCFA-1500 (IZ/QQ)ic]aim form to EDS for processing
as soon as possible after the service i$srovided.. Retain a copy in your®
files.

Mail completed claims to:

EDS
P.0. Box 20"18
Frankfort, Ky 40602
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